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PREFACH. 


Durie the past decade scientific research in medicine has been 
especially active in the domain of Pediatrics. The literature of the 
subject has grown luxuriantly on both sides of the Atlantic. Much 
of it exists in monographs and special papers, and is thus scattered 
and inaccessible by those conversant with the English language alone. 
The time, therefore, seems opportune for a work which should en- 
deavor to gather and unify the world’s best practice in a systematic 
and convenient volume. 

In the following pages, accordingly, American, English, French, 
German and Italian pediatric science is fully represented. The 
work is, however, not in any sense a compilation. It is based upon 
the author’s individual experience and his careful judgment regard- 
ing the work of other pediatrists. He has endeavored to spare. his 
readers the labor of deciding between divergent views, and has 
adhered to his purpose of affording the physicians and students 
of his own country a practical guide and text-book. 

He desires to express his gratitude to his publishers for many 


valuable suggestions. 
ee H. K. 


New York, August, 1902. 
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Method of syringing the nose in the recumbent posture. 


Here also the position of the syringe is horizontal to the floor of 

nares. The should be thoroughly boiled before and a; 
. AD syringe should never be used, no matter how es 
it has been sterilized. 


Vapor Spray ; Calomel Inhalations in Acute Laryngeal Disea 


With infants and children the spray is not so useful an agent 
steam vapor impregnated with balsams or turpentine, and combi 
at times with inbalations of the fumes of sublimed calomel. ‘I 
“pry cannot, as a rule, be used locally except with the most tra 

le children, With infants its use is not feasible. 

are ree of steam impregnated with balsams or turpentine 
very in all forms of acute laryngitis in which there is 
bronchitis. I dispense with steam vapor if bronchitis is prese 
The mode of application in catarrhal or membranous croup is 
follows: The crib is covered with a sheet suspended from 
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enema, 
2 to 4 ounces, A 's 
syringe should not beused. A No. 16 or No. 18 catheter is 
to the nozzle of an ordinary four-ounce hard-rubber syringe. 1 
child is placed on its side, with a rubber sheet under 
ti the eatheter is oiled and passed well withi 

catheter is then attached to the nozzle of th 
ining the fluid to be injected, and the fluid is gentl, 
the rectum. An enema commonly used is soap-water 
tion of a tablespoonful of castor oil or glycerin. 
high rectal enema, irrigation, or enteroclysis, is given it 
summer diarrheea, dysentery, and in typhoid fever, 1) 

in cases in which there are symptoms of collapse, ir 
exhausting diseases, in nephritis, and after operations. It is alse 
used to reduce intussusception. In diarrhea, the object of the high 
rectal enema is twofold—to clear out the feces from the lower 
bowel, and to supply fluid to the depleted circulating blood, thereby 
stimulating the heart, The latter is the main object in practising 
enteroclysis in states of exhaustion and after ov Tn sup- 
re of urine we aim to supply fluid to the kidneys and stimu- 
Tate the circulation. According to Kemp, the high rectal enema 
is one of our most useful diuretics. 

The solution employed is the Cuntani saline solution (sodium 
carbonate, 3.0; sodium chloride, 4.0; water, 1000), At least a 
quart is injected. The temperature of the solution for simple wash- 
ing of the gut, as in diarrhea, should be that of the body, In 

ephritis or collapse the temperature should be at least 108° to 
‘110° F. (42.2° to 43.3° C.), 
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Eyes.—Immedintely after the first bath a drop of a 2 per 
cui of silver nitrate is dropped into each eye. This a 
measure against gonorrheal ophthalmia. The eyes are’ 
| once daily with lukewarm water to which a pinch of salt has: 


Daily Bath.—The infant should be bathed daily in the 
Pesariecs one hour after nursing. The temperature of the water 

















Form of the Breasts of a Wet-nurse with Abundant 
Milk of Good Quality. (After Sehlichier.) 


FIG. 2. 





Form of the Breasts of a Wet-nurse whose Milk is 
Deficient in Quantity and Quality. (Afr Sehlichter.) 
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The tables on page 55 show the progressive increase ip © 


Fig. 11. 
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Normal curve of weight during the first ten days of life (Budin.) 





























After six months the infant has twice its initial weight, and 
end of twelve months weighs almost 20 pounds (9000 gramm: 
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For completeness, there may be added the measurements o 
length of the newborn infant, 49 to 50 em. (Herz). Boys ar 
the average longer than girls. 

Herz gives the following measurements of the head of the 
born infant : 


Circumference 6 6 6 ee see ee + 89.2 em. 
Sagittal diameter aera Notre Tia le BO) we ee toe em, 
Large transverse diaumeur . 2... 0-0 2 ee + + 9.0m. 


Weight from the first to the fifth year, by Camerer, in ] 
(kilo = 2.2 pounds) : 


Atbirtn, First, = Second. = Third = Fourth Fifth 








year. year. year. year. 
Boys 9.9 14.9 16.7 18.0 
Girls... 9.2 13.2 154.0 16.0 





American-born infants and children have the following we 


and length of body : 


Length. 
—_——_-_—— 
Boys. Girls. 
End of first year. . 6-1 ee. + + - 194 inches. 19 inches. 
“ gecond year 2. 2 0 ee i 260 
“ third yer. 2222000053300 4 33 
Weight. 
—_— 
Boys. Girls. 
End of first year . 2... . . ~~. . 20 pounds, 18-19 pounds. 
Second year to fourth year... .. . -28 0“ 26 ¥ 


The following tables by MacDonald are taken from studies 
children above five years of age: 


average Boyx, American Parente. 





Timits of different : | averagy 
ages. Total Average ! circum. 

i Average Average 
Sa Tluren, height. pene weight, ference ¢ 


Tuches. Inches. Pounds. Inches. 
A461 85 45.01 ' 1 
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- + 5 
ee ee 
De ee eee 


rae Bae s tp isle grt ie. ne 916 8.20 
oat here” Sac 0.25 
‘ Cocbed npma these with those of Kinig, White, an 
‘Lind, it will be seen that White and Ladd inl a the prote 
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Bacteria in Breast Milk. | 
It is now known that tctra ext in the brat 


fii the Bressé milk of women suffering from puerperal 
mococci have been found in the milk of women = se 
pneumonia (Foa, Bordoni-Uffreduzzi). 


Methods of Analysis of Human Milk. 


In the section treating of the examination of the milk of the nurs 
or mother it was shown that with experience it is possible to decid 











gives the following as the average composition of | 
100 parts: water, 87.1; casein, 3.02; albumin, | 
; sugar, Cows’ milk has a specific gravity 
to 1034. 


4.88. 

. It is amphoteric in reaction, but is relative 
than human milk. h cows’ milk does not coagul: 
but heat causes a skim of casein and lime salts to appe 





PLATE IV. 





shman.} 





Microscopical Appearances of Woman's Milk. (Afer Flei 


t Mortal milk, showing the preponderance of medium-sized Mt-globules, 
SB Colostrum of later pregnancy. 

@ Poor mith Preponderance of large fal-globules and a paucity of fat 

& Poor milk. & paucity of fat and an aimost granular e of the fat-globules 


—_ ad 





“The Modification of Cows’ Milk for Infant 


Pi erties be make clear to the tndoat tis raealat® 
_of artificial feeding, it will be of advantage to st 
development of infant feeding with cows’ milk. The casein 
milk has from the outset been a point of attack. The older 
consisted of two or three dilutions of cows’ milk. In the 


“oon ra Hibernia poe seb | 


third wire 2in 3. These simple methods a 
tary 


so to 
the composition of mother’s m/ ; 
Biedert called his food “cream ison? Tt was made in 


mete) war ne Ma ’3 mixture. These men perfected tl 
independently of each other, and, strange to say, 
on the same fact—the low percentage of proteids in mother’s m 














PE tora eae enone crete Soe | 
Rotch has been of far-reaching importance in infant feeding. : 
been a great educator to physicians and a simplifier of 
fasion. We can now obtain good, fresh milk, and it may 
fied according to any formula. 

The Whey Method of Dilution and Modification. —Thic } 
cipal obstacle to the universal success of the engin Rotel 
id in (2), th that the proportion of the casein 

proteids of the cows’ milk (cows milk, pees zr 
sep one-sixth lactalbumin and lactoglobulin, as comp 
aie’ milk, two-sixths caseinogen and four-sixths | 
cand lactoglobulin) remains the same. The most rational me 
of overcoming this obstacle is to dilute with whey instead of 
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nk Acid Tf milk cooled immediately after 
ity.—If milk is not it 
drawal and kept cool, it soon shows a marked increase in acid 
tion. This is due to the growth of the Bacterium lactis aérog, 
This micro-organism not only turns milk “sour,” but by the 
duction of toxins causes disturbances of the stomach and gut of 
nursing infant. Without entering into details foreign to this » 
it is sufficient to state that milk for infant feeding should be obty 
from a herd of healthy cows. Mixed milk is to be preferred to. 
from one cow, The milk should be carefully collected into ute 
which have been sterilized. Milk should reach the consume 
soon as possible after milking (within twenty-four hours at m 
After being modified, the milk is divided into portions, each of 
is sufficient for a nursing. It is then heated in order that it 
be kept unchanged for at least twenty-four hours. 
Pasteurization.—This process was perfected by Pasteur. 
milk is subjected to a temperature of 65° C. (149° F.) for a var 
length of time, generally half an hour, and then rapidly coole 
20° C. (68° F.). An excellent apparatus for this purpose, e: 
the Freeman pasteurizer, has been devised by Freeman (Figs. 19, 
Fis. 19 Fig. 20. 


eulosis. Milk is an excellent culture-medium for the germs 2 
| 
4 
| 





Freeman Pasteurizer 

If properly carried out, pasteurization destroys all pathogy 
germs which may be present in the milk. It also destroys most 
the Bacterium lactis, but will not destroy any sporulated bate 
such as the Bacillus mesentericns vulgatus. 

Sterilization is the process of heating milk to 212° F. (100°4 
This may be done by means of the Arnold steam sterilizer (Fig. 2 
or by simply placing the milk in properly corked bottles in bail 
water, As a rule, the milk is heated for twenty minutes, whe 
is considered sterilized. ‘The milk should then be rapidly cool 
The process of cooling prevents the separation of the fat into Ta 
globules and the breaking up of the natural emulsion of the mill 


| 





The Nursing Bottle. 
The best form of bottle is one 






utes, and washed with hot water after each nursing 
Before feeding, the bottle of milk is warmed — 

105° F. (40.5° C.), so that the milk may not ch 

vote the stomach of the infant and thereby suspend 

of he Reon tive processes. 
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Fy 0 
8 20 
H ree 
8 50 
8 60 2 
8 60 2 
Tors 9 3 
7 120 4 
7 160 6 
Gor? 180 6 
6 210 7 
6 m0 68 
6 250 8h 


The inerease in the amount of milk from the seventh 
ninth month is not so rent, since at this period we, as a ru) 
begin to feed cereals in addition to the milk. 


Composition of the Food. | 


With the healthy infant there is little need of frequent chang, 
of formulas. There are certain rules which must be strictly adhere 
to in order that the infant be not upset at the beginning : 

| 





4 gravity or top eream containing 1 
utilized instead. ‘The following table is con- 
cent. cream, ordinary milk, and 6 per cent. 


jonful of lime-water is allowed to 8 ounces of milk. 





Be Loughe pers is very uel 
a, pound or a pou! leat 
oval flat mass, placed on pete | 
The juice is then expressed with a small meat pres 
of barley-water and salted to suit the taste. 
—Acorn cocoa is a preparation made in bance: 
i in the shops. It is useful in cases of diarrhoea an 
intestinal diseases in which it is advisable to suspend the use of 
milk, and may be given for days. It contains fat, nitrogenous 
matter, and tannic acid. A. teaspoonful is dissolved in 8 
of cold water. The preparation is given in the same manner 
milk, 3 








quantity : J 
Laren boiled meat, inside of a lamb chop, smal 
roast beef, chi ‘ken, Gamey ante xia ‘Souak ee 






A di from the eighteenth month to the end of the fourtl 
year might be formulated as follows : 
First breakfast, 8 a. m. : 250 c.c. (8 ounces) of milk ; 60 gramme: 
[ (12 ounces) of bread or crackers. 
\ Second breakfast, 10.30 a. m.: 180 c.c. (6 ounees) of milk: 
| 1 rusk (Zwieback) ; juice of orange. 

Dinner, 1 p.m. : 120 grammes (4 ounces) of soup; 75 
(2.5 ounces) of meat ; vegetables, 
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a a Of the elaborate incubators, tha 
Lion (Fig, 23) has shown the greatest number of successes 

This incu can be well ventilated and equably heated. Th 
git ieceliat by iattion: The cheaper forms of incubator ar 


Fre, 23. 





Lion ineubator. 


constructed on the model of that used at the Sloane Maternity, 
New York (Figs. 24 and 25), 

In an emergency any kind of tin-lined box supplied with warm- 
ing bottles, and so protected on top as not to admit of a too rapid 
escape of the air within, answers the purpose of a more elaborate 
apparatus. 





re ge a yee pag ot 





age, 
‘The prognosis varies with the period of prematurity of the 
infant, At the sixth month about 30 per cent., at the seventh 
month 63.7 per cent., at the eighth month 85 a thes ene 
and a half months 90 per cent, are saved (Bertin), These 
are only approximate, and will vary nay with the care 
taken with the incubator and the absence of accidental infections. 
For this reason it has been proposed by Bosi, Giudi, Escberich, 
and others, to construct incubator wards, in which the infant shall 
not be exposed to changes GF teenparatite and to ciatigee ot 
when taken ea its cradle. 
The most frequent cause of death is infectious broneliopaal 













become superficial. 
Diagnosis —Asphyxia must be differentiated from the effects 

of pressure due to cerebral hemorrhage occurring at birth in the 
course of prolonged labor or application of the forceps. In a large 
death is rapid, but in slight hemorrhage it may be diffi- 

cult to make a differential diagnosis. If there is a hemorrhage on the 
surface of the brain, the symptoms may closely resemble those of 
ja, The breathing is very superticial ; the infant lapses ix 
ey ile pulse may at first be slow and subsequently rapid. 
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ASPHYXIA SUBSEQUENT TO BIRTH. 


Tn these eases there is no disturbance of the placental circulation 
previous to the birth of the infant, and therefore no asphyxia. 
Asphyxia appears after birth as a result of some abnormality in the 
respiratory apparatus, or of disease of the lung, such as syphilitic 
hepatization ; of pleural exudate ; of compression of the air 
by a struma; or of defects of the diaphragm, or deficient develop- 
ment of the lun, In some cases there may have been injury or 
compression in the vicinity of the respiratory centre, 

Prematurity of the infant carries with it a soft condition of the 
ribs and weakness of the respiratory muscles, an insufficient develop- 
ment of the respiratory centre, and fetal atelectasis, which give 
rise to a state of asphyxia. The more premature the infant the 
more pronounced are these conditions. 

Symptoms.—A premature infant makes no decided effort at 
respiration after birth. Inspiration is absent or is hardly notice 
able and shallow. Rales are absent. The vessels in the umbil- 
ical cord are filled with blood and pulsate distinetly. The heart 
has a normal frequency at first; then the contractions beeome 
slower and may eventually be inereased in frequency. The skin is 
bluish-red in color; the extremities cool. If there is any disease 
or deformity of the lung, the infant dies soon after birth, These 
eases are only of scientific interest. Of more importance to the 

hysician is the premature infant normal in all respects save in the 
fact of its expulsion from the uterus before term. 
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cir carey oe Y etek Sart or toware 
the base of the lung the air not seem ty enter on inspira: 
tion, and the expiratory sound is hardly audible (collapse of area’ 
or absent. Breathing is otherwise puerile or exaggerated, rarely 


In various parts of the lung are heard very fine suberepitan( 
rales. Crepitant rales are veey titinctly bene ti daeaeaasard 
are distinguished from the coarser suberepitant riles by their fine 
ers Areas of pneumonia can thus be recognized by the fine 

staiione/ by ‘ibe eisdactanlas a0 by the absence of 
Saat ‘dulness, Voice sounds vary greatly. When the infant 
cries the vocal resonance may seem increased, and again normal ; 
or if the pneumonie area is extensive and is in the vieinity of o 
lange bronchus, we may have tubular resonance. 

Temperature is often normal or subnormal; later, it may be 
elevated. 

Convalsions are common in atelectasis—in fact, they are peculiar 
to the disease. They are repeated at frequent intervals, and an 
infant may have three or four attacks of general convulsions in the 
course of the twenty-four hours. At the onset of the convulsions 
the cyanosis increases. 


The diagnosis of post-natal (acquired) lobular atelectasis will 


depend upon: 

Convulsions—Given the case of a newborn infant delivered 
without forceps or force, in the absence of signs of any other disease 
the presence of ted convulsions, with cyanosis and dyspnea in 
the intervals, shou a make us consider the possibility of atelectasis, 

The presence of areas of slight dulness, or tympanitic dulness, or 
vesiculo-tympanitic resonance all over the chest. 

Fine subcrepitant rales 

Still finer erepitant ries, 

Areas in which the air enters incompletely. 

Treatment.—The treatment must be directed toward stimulati 
the heart and increasing the respiratory efforts if the infant is ak 
or premature. If the heart is weak, the treatment is much the same 
as in bronchopneamonia. If the infant does not breathe satisfactorily, 
it is well to make it ery vigorously several times in the twenty-four 
hours, so that the callapsed area of lung may be inflated and the mucus 
in the bronchi expelled. Unless made to ery, these infants lie torpid) 
and hardly seem to breathe, The areas of atelectasis are 
increased. If the temperature is subnormal and the infant seems 


—— 
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Tt is almost ha he gO any forms 
pein so far as the jptoms are concerned, The reaction 


Seenpes of a pemphigoid character are sometimes seen in 

the newborn infant. The vesicles may be the seat of sup- 

soy or there may be ulcers and intertrigo varying from super- 

cial erosions to extensive areas of gangrene. The skin may be 

pale or icteric in hue, There are erysipelatous patches, furuncles, 
and abscesses of a multiple variety. 

The mucous membrane of the mouth is dry and fissured, and 
the tongue vet and coated, The roof of the mouth is the seat of aleer- 
ations, superficial or deep, ocenrring at the median raphé, where we 
find normally Epstein’s pearls, or laterally over the hamular proeesses 
of the palate bone (Bednar’s aphthe). The mouth may be the seat 
of pseudomembranous deposit not due to the diphtheria baeillus 
(Epstein). In these eases of sepsis sprue may engraft itself on the 
mucous membrane of the mouth and extend to the pharynx, cesoph- 

us, and stomach, The vagina in female infants may be the seat 
of eatarrhal or pseudomembranous inflammation, 

Umbilicus.—Normally, pathogenic bacteria are found about the 
stump of the desiccating cord. In septic conditions the cord does 
not fall off promptly. The tissues about the umbilicus are inflamed 
and the seat of phlegmon and suppuration. I have seen pus burrow 
downward toward the bladder along the course of the fretal struct- 
ures. The bloodvessels of the cord may be the seat of inflammation, 
as will be shown later. In some forms of sepsis in which the infee- 
tious material may have gained entrance through the umbilicus, the 
latter may show absolutely no change from the normal, 

Joints.—There may be swelling in the muscles about the joints, 
as in forms of intramuscular abseess, or the joint itself may be the 
seat of septic suppuration or so-called osteomyelitis (Plate V.). The 
shaft of the bone or the epiphysis only may be involved. One or 
many joints may be the seat of suppuration. 

Nervous System.—Functional symptoms, such as apathy, rest. 
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Sepsis in the Newborn Infant. Suppuration of the 
right knee-joint. Osteomyelitis of the epiphyses of the 
bones forming the joint. 
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- y 2 
not below 100° F, (38° C.). 
‘The infant should not nurse a 





DISEASES OF THE UMBILICUS, 


The umbilical cord dries up and drops off in five days, leaving a 
lating stamp. In the case of weakly infants the cord may not 

1 off until much later. ‘The stamp may become inflamed, and 
may form, This in the majority of cases is due to infection. Tnkec. 
tion usually takes place at the time of ligation or before the cord 
— from the stump. Gangrene is indicative of infection, 
appearance of the stump in omphalitis varies. In some cases 


rn SG 








eases the knee, ankle, or hip may be 





of the epiphyses of the joint is present, resulting in a appara 

arthritis. As a rule, more than one joint is involved. In other 
cases the symptoms are indefinite ; there is a slight febrile move~ 
ment; the respirations are increased, and there may be a dis- 


may reveal a pneumonia or nephritis, In other words, the symp- 
toms are those of sepsis. 

Prognosis.—These cases are generally fatal, A few of the mild 
eases recover. In these, however, it is a question as to whether 
the vessels have been involved or whether there was a true infection 
of a septic nature. The prognosis is especially unfavorable in 
mature infants. 





swollen, tense, and the seat of exudate. A septic osteomyelitis: 
ive 
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are in an embryonal state. The method of ligating the cord will 

Saye cocaine of the pial vip few drops of | 
jon un a 

blood may be seen on the wound from time to time. This is of no 

moment. The wound should be dressed with a salieyli 

and amylum (1:5), and covered with a dry dressing, 


Idiopathic Hemorrhage from the Umbilicus. 
(‘True Omphalorrhagia.) 

Occurrence.—Winckel, quoted by Runge, has seen in 5000 
births only 1 case of true idiopathic hemorrhage from the umbiliens, 
Males are more frequently attacked than females. T have seen few 
Sgr a piace Grmndidier, infant tly health: 

.—According to idier, infants a 

and strong are for the abel part affected, ‘This form of ina 
rhage occurs also in infants suffering from congenital syphilis, 
septic affections, or the acute fatty degenerations of the newborn, 
Tn some forms of congenital syphilis there may be hemorrhages 
into the skin, stomach, intestine, and internal organs. In these 
cases it is not surprising that hemorrhage should also occur from 
the umbilicus. Teterus, due to syphilitic affections of the liver and 
Jung, may be present. 

In 51 cases of hemorrhige from the umbilicus, Epstein found 
pronounced septicemia in 24. The affection is especially prevalent 
under unhygienic conditions and in foundling asylums. Klebs, 
Eppinger, Cohnheim, and Weigert have described cases of hemor- 
rhage in which micro-organisms of various kinds were found in the 
blood and in the hemorrhagic areas, Bacterial colonies were found 
in the arterial thrombi and in the lungs and kidneys, 

The occurrence of hemorrhage from the umbilicus in Buhl’s 
disease is elsewhere referred to, 

Symptoms.—About the fifth day after birth, immediately follow- 
ing separation of the umbilical stump, blood is seen to ooze from the 
umbilicus. It docs not appear to issue from any particular vessel, 
but oozes from the whole wound, as from a sponge. The flow may 
be slight at first and then profuse, or may be profuse from the out- 
set. Pressure upon the wound may cause the hemorrhage to cease, 
but the flow begins when pressure is withdrawn. In some cases the 
infants have enjoyed excellent health previous to the hemorrhage. 
In others there may have been a slight icterus or diarrhea. How- 
ever this may be, after bleeding commences cyanosis and icterus 
of the general surface appear, giving the skin a peculiarly bronzed 

rance. There are hemorrhages from the stomach and gut. 
hymoses appear in the vicinity of the umbilicus and on other parts 
of the trunk, C&dema of the ankle-joints and wrists supervenes, — 








) 

Wisin, & his ph on this disease has shown, local lesions, 
such as erosions and tions resembling ulcus ventriculi, exist 
in the stomach and gut of the newly born infant. Hecker, Spiegel- 
berg, and others have also deseribed these ulcers of the stomach 
which produce the sym of melena. Landau attributes the ulcer 
to embolism resulti a thrombus of the umbilical vein or the 
ductus Botalli, Embolism in any artery of the mucous membrane 


can be detected. 

Morbid Anatomy.—Post-mortem examination shows the gastro- 
enteric tract to be filled with dark hemorrhagic masses. The 
mucous membrane may be normal, the seat of crosions of greater 
or lesser extent, or there may be hemorrhagic areas scattered 
throughout the gut, These may be confined to the stomach or 
duodenum. There may be true ulcers, measuring } to 2 em, in 
diameter, resembling those seen in the adult (Winckel). In some 
eases the thrombosed or eroded vessel is found in the floor of the 














: 


106 DISEASES OF THE NEWBORN INFANT. 
E Pee oe eee ene ee eee 
in sheep. In the human subject it is probably a form of septic 
infection, although in Bubl’s cases the valet the umbilicus 
had a normal appearance. Runge believes that with modern histo- 
ical and bacteriological methods an infectious agent will be 
ultimately discovered, Septic infection ocour without any ap- 
changes about the umbilicus or here on the surface 
of the body (cry: ic). The disease is very rare; many cases 
as omphalitis rhage from the umbilicus are 


found in most of the internal organs, especially the pleura, periear- 
dium, mediastinal tissue, muscles, and mucous ee The 
heart is the seat of fatty degeneration, as is also the liver which is 
enlarged. The spleen is enlarged and soft. The kidneys are the 
seat of fatty parenchymatous changes, The stomach and intestines 
are filled with blood. There are hemorrhages into the mucous 
membrane of the stomach and intestine. 

Symptoms.—The children are born partially asphyxiated. At- 

tempts to resuscitate them are not fully successful. Some die in 
asphyxia, others after a time have bloody diarrhaal stools, At 
times there is vomiting of blood, and when the stump of the cord 
separates there is hemorrhage from the umbilicus. The bleeding from 
the umbilicas is parenchymatous, and may be so profuse as to cause 
death. The skin is at first cyanotic, then icteric in hue. Large 
hemorrhagic areas appear in the skin, conjunctive, and mucous 
membrane of the mouth, and bleeding may occur from the ear and 
nose, Ieterus may become extreme. At times edema of the sur- 
face appears. The temperature is not raised. Death ensues in * 
collapse. ‘The external hemorrhages and icterus are absent in some 
cases. 
Diagnosis.—In the newly born infant this symptom-complex is 
unique, and must be looked upon as a form of sepsis either through 
the umbilicus or through some other avenue. In the newly born 
infant this disease may be confounded with death from asphyxia. 
Tn all cases of medico-legal import the organs should be examined 
for parenchymatous changes before an opinion is given. 

Prognosis is fatal. 

Treatment.—The physician endeavors to bring the infant out 
of the state of asphyxia. It can be easily understood that he stands 
helpless in the face of the parenchymatous hemorrhages and degen- 
erations, for which there is no remedy. 
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(Trismus Neonatorum.) 


Tetanus of the newborn infant is in the majority of eases due to 
infection of the umbilical wound by the tetanus bacillus. The 
bacillus is conveyed to the wound by means of unclean hands, band- 
ages, or filth of any kind. As a result of the of the bacillus 
ptomaines (Brieger) are formed, enter the circulation and are widely 
distributed it the body. Infection may occur at the time 
of the ligation of the cord, or during the separation of the stam: 

In 8 per cent, of the cases the disease manifests itself im 

after birth (Hartigan). As a rule, however, it occurs from the 

to the twelfth day after birth (Runge). It is rare after the third 

week. It is common in districts in which uncleanliness in the 

methods of treating the umbilical cord prevails. Lt is endemic in the 

ee islands, and is common in the Hebrides, Cuba, and Jamaica. 
egroes especially are prone to the malady, on aceount of their lack 

ta cleanliness in treating the cord. Tetanus of the newborn infant 

has been demonstrated by Beumer and Peiper to be identical with 

tetanus in the adult. 

Morbid Anatomy.—Beck has described two cases of tetanus 
with swelling of the motor ganglion-cell, and degeneration of the 
peri 1 portion of the cell and atrophy. There are also changes 

chromatin. Congestion and hemorrhages in the brain and 
cord, serous exudates in the cord, and congestion of the internal 
orguns, due to convulsions, are present. 

Symptoms.—There is a premonitory period of restlessness. The 
infants awake abraptly from sleep. They nurse badly, let go of the 
nipple suddenly, and ery. The peculiarity of the disease in infants 
is the predominance of trismus, with which the attack begins. 
The lower jaw becomes rigid and fixed at a distance of a few ae 
from the upper jaw. It is impossible to introduce the nipple between 
the teeth, The forehead is wrinkled, the palpebral fissure dimin- 
ished, and the lips are puckered. Atintervale ‘this spasm relaxes, 
The condition of rigid spasm spreads to the muscles of the body, 
and there is opisthotonos. At the outset during the intervals 
between the attacks of rigidity the body is lax ; these intervals 
become shorter and shorter, until finally the body is in a state of 
constant rigidity, resting on the heels and the back of the head. 
Dyspnea with resultant cyanosis is present when the muscles 
of respiration become affected. Deglutition is impossible. There 
is no ery, on account of spasm of the laryngeal museles. The tem- 
perature may reach 106° F. (41° C.). In protracted cases it may 
be normal. The urine and feces are passed involuntarily, There 
is albumin in the urine. The respirations are superficial. “The heart | 

} 
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creamy and of a yellowish or icteric hue if icterus is it. The 
lids are so swollen and sil crltiatoun hak ia moatoay poasiie 0 


ith seeretion, a 
shreds of pseudomembrane may adhere to the palpebral conjunctiva. 
act the i ietignation ee the miele Jape 

plies i 


to five eae 

This gonorrhceal form of ophthalmia must not be confounded 
with a much milder form of conjunetivitis which is also seen in the 
ag born infant. In these eases, also, the infant is infected by 

the mother or nurse, but the inflammation is of a benign nature, 
and is not due to the gonococeus of Neisser. In this form of oph- 
thalmia the diplococci and streptococci of the vagina of the mother 
are the etiological factors. ‘The swelling of the lids is not marked, 
the symptoms are mild, and the course favorable. 

Prognosis.—The prognosis of gonorrheal ophthalmia depends 
on an early diagnosis, the degree of the severity of the infection, and 
timely treatment. It is grave in all eases. 

Treatment.—The advice of an ophthalmic surgeon should be 
sought as soon aS symptoms are manifest. As a prophylactic 
measure, immediately after birth a drop of a 2 per cent. solution of 
silver nitrate should be instilled into the eyes. The immediate 
result is a cloudiness of the cornea, due to the formation of albu- 
minate of silver. The cloudiness disappears in a few days. If only 
one eye is affected, the healthy eye should be carefully bandaged, so 
that infection cannot reach it. The infant should be placed in the 
hands of a special nurse, and picees of lint, two inches square, should 
be kept on ice and applied to the lids every ten minutes. The 
seeretion should be washed away as soon as formed, witha 1: 500 
borie acid solution applied with a dropper. Some surgeons wash 
the eyelids and conjunctive daily with a 1 to 3 per cent. solution 
of silver nitrate. The infant and nurse should be isolated, and all 

ings burned as soon as soiled. 


ICTERUS IN THE NEWBORN INFANT. 


The majority of newly born infants are icteric. Icterus in the 
otherwise normal newly born infant should be differentiated from 
that due to sepsis, syphilis of the liver, cirrhosis of the liver, steno- 
sis of the common bile-duct, and yellow atrophy of the liver. Acute 
yellow atrophy of the liver in the mother during pregnancy may 
produce an icteric condition in the newborn infant, 
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loosely and without power of motion. The fin; or hands may 
be mobile. The affected arm is cold and the Fea tasy bo bine 
in tint. After a time atrophy of the muscles about the shoulder- 
Mae may set in. The bony prominences then come into relief, 

f the arm does not recoyer power, the museles continue to atrophy, 
and there may be subluxation of the head of the humerns at the 
shoulder-joint. The child in these eases always holds the injured 
arm with the sound one, in order to protect and support it, At the 
early period the reactions of degeneration are present, and if the 
muscles reeover, the reaction to the galvanic and faradic eurrent 


Fig. 27. 
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Birth palsy affecting the left arm, atropby of the muscles about the shoulder, 


becomes normal. If reeovery does not take place, the disappearance 
of galvanie and faradic irritability of muscle goes hand in hand with 
the muscular atrophy. 

The treatment of these obstetrical palsies is similar to that of 
Erb’s palsy. The arm is protected from traumatism. Massage is 
performed within two weeks after injury, and after four weeks the 
taradic current is applied to cause muscular contraction, Electricity 
is applied for a short space of time daily. The progress of these 
cases can best be judged under treatment, As a rule, recovery 
takes place ina few weeks. In other cases recovery may be delayed. 
In a third set of eases recovery never takes place. The galvanic 
and faradic contractility disappears from muscle and nerve, and 
permanent atrophy and disability remain. In these cases there is 


also retarded growth of the other tissues, such as bone. 





PLATE VI. 








Heematoma of the Sternomastoid Muscle of the Right Side 
in a Newborn Infant. Swelling at the centre of the anterior 
border of the muscle; contraction of the muscle with 
torticollis. 
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to the touch. It reaches its maximum size in from 

aan es Pit od mice acct glonee beets 

fifteenth week. The tumor is either absorbed or 

there See aa peoieatin of aes VIRA toafer ts er ocoe. At 

this time erepitation resembling that of parchment is felt. Around 
the former tumor a thin wall of bone is found. 

Occurrence.—These tumors are not common. Hennig found 
230 cases in 53,506 births, or 0.43 per cent. of the whole number. 
Hofmokl’s statistics give a like figure. Most of the cases are vertex 
presentations, The cephalohematoma usually occurs on the right 
‘agioatarge and may follow casy as well as difficult labors, It 

is present. oftener in boys than in girls, and is seen in premature 
infants dealin as ee Tt has been observed in breech 
cases, ly if foreeps n applied to the after-coming head. 
These tamors may occur on both parietal bones of the infant, In 
such cases the sagittal suture distinctly separates the two tumors. 

Internal cephalohwmatoma, or cerebral hemor- 
rhage, may complicate the external tumor. In such cases there has 
been a difficult labor with the application of forceps. The majority 
of the infants thus affected die, Suppuration of the tumor may take 
place, or diffuse cranial phlegmon may result fatally. A section of 
a cephalohematoma shows the scalp to be studded with punctate 
hemorrhages. The pericranium is bluish and covered with hemor 
thages, and is separated from the skull by a collection of fluid blood 
under great tension, The bone beneath is rough or eoyered with 
a few clots. A bony wall is seen around the circumference of the 
tumor. It is a periosteal formation. After a time the bone and the 
inner surface of the pericranium beeome coated with a gelatinous 
exudate, which is subsequently converted into bone. In some cases 
quite an extensive bloody effusion is found between the dura and 
skull. 

The situation of the cephalohematoma always corresponds to the 
position of certain natural fissures which exist in the posterior part 
of both parietal bones, running from the sagittal suture. In the 
oecipital bone these fissures radiate from the lateral fontanelles and 
separate the upper and the inferior part of the occipital bone. 

Pathogenesis.—A cephalohwmatoma is the result of the bursting 
of a small yessel between the periosteum and bone, and at the sitna- 
tion of the caput suecedaneum. Hence the frequent formation of 
the tumor on the right parietal bone. It is most common in first- 
born infants. Asphyxia of the infant favors the formation of the 
tumor, Cephalohwmatoma may also oceur as a part of the hemor- 
rhagic symptomatology in general diseases, such as syphilis, sepsis, 
and Buhl’s disease, 

The diagnosis is made in the presence of an elastie fluctuating 
tumor distinctly limited by suture and surrounded by a ring or wall. 





: fact 
each of the exanthemata is distinct in itself, and parece dis- 
has its specific essential cause. The exanthemata are character- 

an eruption on the skin, the so-called exanthema, or rash, 





SCARLET FEVER. 


Scarlet fever is an acute infectious disease with a characteristic 
rash or exanthema. It is highly contagious. 
! ‘ -Etiology.—It has not as yet been established whether the infeo- 
18 















eapecially so with those whose duties keep 


patients, 

f conveying the disease to others. A case of this kind has come 
under the author’s notice, A nurse suffering from an angina went 
from a scarlet fever case to a healthy child. Although the nurse had 
taken all external precautions she conveyed the disease to the child, 


observation. 

‘The ‘period of incubation has no fixed symptomatology. In 
many cases the symptoms neg with the appearance of the eruption, 
The children play about; they have a slight angina, but do not 
This is apt to be the case with children who are suf- 
ferers from chronic catarrh, enlarged tonsils, or adenoids. In other 
eases the invasion of the disease is a stormy one. There may be an 
initial convulsion preceded by a sharp rise in temperature. Exami- 
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voluutary passage of "Benth in three days 
involved. The temperature ranges from 103° to 105° FP. (39.4° 
to 40.5° C.), with daily remissions. The patients have a sallow, 

ic appearance, and are stupid and irritable. ‘The exanthema fades 
iene after having been in efflorescence, The lymph-nodes in the 
neck enlarge to great size. These patients may die in the second 
week from general toxemia, Between the normal course and these 
malignant forms there are all degrees of severity and mildness in 
this affection. 


We shall now consider the various phenomena of the disease, 
The Angina —The angina of scarlet fever is limited to the pillars 
of the fances, the uvula, the tonsils, and retropharynx, With this 
‘there may be a slight suffusion of the eyes, The angina may be 
imply a slight redness of the fauces and very slight swelling of 
‘both tonsils. The lymph-nodes at the angle of the jaw may be 
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removed ; the mucous membrane has a dry, red, appearance. 
Rohe tiegirn Rested and bleed easily. gh 
_opaligiaete aiahay veddonel 8 ae ee eae 
may Laon a ly reddened appearance at ers and 
tip. Only occasionally do we tind the so-called characteristic straw- 
cat This shows an undue prominence and erection of the 
the tongue, especially at the tip. The tip is red, and 
with the prominent papille gives the appearance of a strawberry or 
of the tongue of the lower animals (cat). In many eases the tongue 
later becomes denuded of epithelium and shows the erected papille 
on the dorsum ; in others it becomes dry and fissured. ‘The latter 
condition is seen in the futal toxic cases, 

The Exanthema—The exanthema of scarlet fever, though very 
characteristic in ay ce, varies more than in any of the other 
exanthemata in mode of appearance, distribution, spreading, and 
in duration. In the mild cases the eruption is sometimes so 
evanescent as to escape notice. In other cases it appears only 
on certain parts of the surface. It may be very diserete in 
form and punctate. Usually it first appears on the upper part 
of the chest about the clavicles, spreads down the pied and 
around upon the back. At this time it is also seen on the 
neck, beneath the jaw, behind the ears, and on the temples. 
It consists of a very finely punctate rose-colored rash. The 
punctate appearance is the distinguishing feature of the eruption. 
At the outset this punctate character is best observed on the chest, 
abdomen, and the nates. If the eruption has in places beeome 
confluent, the skin shows a uniform redness. In such cases the 
punctate character of the rash can best be discovered by studying 
the skin from a distance in bright daylight. It will then be made 
out distinctly in those places in which the rash is most recent. A 
favorite method is to completely undress the patient and study the 
lower abdomen, the thighs, and nates. In the early cases the 
punctate character of the rash is apparent on the neck and behind 
the ears. The appearance of the face at the outset of the dis- 
ease is characteristic. There is a pallor about the mouth and 
ale nasi, while the cheeks are flushed with a flame-like ery- 
thema. The cheeks do not show the characteristic punctate msh, 
although flushed either from the fever or intense dermatitis, which 
involves the whole surface. The eruption spreads from above down- 
ward, involving the arms and forearms, hands, and lower extremities, 
Tt retains the punctate character wherever it spreads, but loses this 
characteristic after it has been out for a short time and become con- 
fluent. When confluent the rash causes the skin to appear uniformly 
red and swollen, The skin is roughened in patches by the erection 
of the papille. In other cases, and especially in those occurring in 
summer, the skin is studded with myriads of minate vesicles. In 
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or in with infection of the 
on ee pe pre ee 
Sig rising once or twice in twenty-four hours, and pellet 
character the affection, Unemia or any affection of 
the pleura, lungs, or heart will be ushered in by a rise of temperature 
even if it has returned to the normal. If a complication occurs early 
aera pS staal asin sai ty pepe es See 
eruption 30). In cases otitis 
through the me sr nk tea there will ple a 
alt! the ears are discharging freely. In sueh 
cig tae Shr In severe, malig- 
nant forms in which symptoms of profound sepsis, such as coma or 


t from the the t t- 
ently high (105.62 Va.s" Citing degre tora nar 
ing. ‘The temperature remains high until the fatal issue (see Fig. 29). 


Fia, 30, 





Desquamation.—The period of desquamation begins as soon as the 
exanthema commences to fade. Generally speaking, since the 
exanthema first appears on the upper part of the chest and neck 
we should expect eswyontnstion to begin there. It may be in fine, 
branny scales, such as are seen in measles; or else, as is most com- 
mon, the skin peels in larger particles. The hands and feet show the 

es, and complete casts of the hands and feet are some- 
times shed. I have seen the nails shed completely twelve weeks 
after the attack. The desquamation may be scarcely perceptible. 
Tn some cases only certain parts of the extremities, such as the toes 
or inner portion of the thighs, show desquamation. It is, however, 
always present, Desquamation in itself is not a pathognomonic 
symptom of scarlet fever. It occurs in forms of dermatitis which 
bear no relationship to the disease, It is still a subject of debate 
whether cases of angina without an exanthema may desquamate. 
Henoch is inclined to think this possible. We should remember 





desquamation, The patient may and 
ie ralsabe ie thecal, wich selling af the lye ‘nodes. There 


perature shows a rise to 102° or 103° F. (385° or 39.9° C.). 
There is tenderness behind the ear or in front of the auditory 


In these cases the mastoid may be the seat of suppuration, re 
are forms of otitis which occur on the eighth day of the disease. The 
temperature does not fall to the normal. The patient has begun to 
desquamate, but the temperature remains elevated a degree or more 
and takes fully three or four days longer to fall to 99° F. (387.2° 
C.) in the rectum than in an uncomplicated case, At the eleventh 
day of the disease pain is complained of. The drumhead is found 
to be bulging. An insidious serous otitis media is in progress. 

The Bye.—Conjunctivitis may appear in some eases of scarlet 
fever as a result of a mixed infection, The lachrymal duet is the 
canal through which such infection travels. Conjunctivitis in cases 
of gangrenous pharyngitis and rhinitis may lead to panophthalmitis 
and destruction of the bulb. 

Lymph-nodes—The lymph-nodes in various parts of the body 
enlarge in scarlet fever. Those situated at the back of the neck 
behind the posterior border of the sternomastoid muscle may enlarge 
some days before the appearance of the exanthema. At the time of 
the eruption we may find the lymph-nodes in the axilla, inguinal 
region, and those at the angle of the jaw, enlarged. In other cases 
the lymph-nodes, except those at the angle of the jaw, may not be 
perceptibly enlarged. In some eases the lymph-nodes at the angle 
of the jaw may enlarge at the end of the second week, with a dis- 
tinet rise of temperature to 104° F, (40° C.) or more, as a result of 
reinfection through the tonsils and pharynx, The connective tissue 
of the neek beneath the body of the jaw is involved in the inflamma- 
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suppuration occurs in only one joint. Cases in which 
are affected are generally septic, streptococci having 
to the general a 


ra, pericardium, with hemorrhages in 
Lnpeicay lea Paclutiedar abamnnae ately 
occur (Henoch), The osis is serious in all suppurative cases. 
The Kidneys.—In scarlet fever, as in most infectious discases, 





form of nephritis begins as a rule in the third week. It has been 
known to appear in the sixth week. The frequency of this eompli- 
cation varies in different epidemics, In some, only a small number 
of cases are affected (5 per cent.). In other epidemies fully 70 per 
cent. of the cases are thus complicated. Its oceurrence cannot 
always be predicted from the severity of the disease. The mildest 
cases may develop severe nephritis, The diphtheritic forms of 
angina are more likely to be complicated with or followed by 
nephritis. On the other hand, the severest forms of scarlet fever 
may run their course without marked nephritis. Sorensen has 
shown that at autopsy the most marked changes may be found in 
the kidneys, although no clinical signs of the affection have been 
manifested during life. In 50 per cent. of the autopsies upon scarlet 
fever patients Friedliinder found changes in the kidneys. It was 
formerly thought that exposure played an etiological rdle in this affee- 
tion, but this view has been abandoned. Nephritis may develop in 
eases which have been very carefully guarded from exposure from 
the outset. Although the symptoms will be detailed elsewhere, it 
may be here stated that the first symptom is a slight edema about the 
eyes and face which spreads to the rest of the body, involving the 
trunk and extremities, the hands and dorsum of the feet, and the 
scrotum. In some cases the edema is not marked, in others the 
anasarca is extreme. ‘The serous cavities may become the seat of 
effusion, and there may be hydrothorax, hydropericardium, or ascites. 
The urine also shows changes very early. The quantity diminishes 
very rapidly, or it may be completely suppressed. The urine shows 
the presence of albumin, rarely more than 0.5 per cent. It may be 
highly colored or smoky, or may be distinctly red in color, owing 
to the large amount of blood and blood-pigment contained. The 
urine in eases of partial or complete suppression generally contains 
a large amount of albumin, blood, hyaline, epithelium, and blood- 
casts, renal epithelium, and leucocytes. The specific gravity may 
at first be high, 1.030; later, when diuresis is inaugurated, it may 
fall to 1.006, All cases do not run their course with anasarca, 
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No conclusions as to their valvular origin can be reached until long 
coal p Seng andy eapip sprhelhpeterrin bee ey od 
quent in or 

Pericarditis is rare. Muscle murmur is often mistaken for it. 
MRR ip cacly parcane ge a aps Pace penton 





ait of re left ventricle, with alah timate ‘The pant 
of the heart is increased 40 per cent. The pulse may be slow and 
irregular. As the nephritis subsides the tension diminishes and the 
frequency of the pulse increases, Hy; hy being the result 
of long-continued eatin tension, pl oy onl only in 
extreme cases. Dilatation is rarely so great as to cause death. 

Lungs.—The lungs may be affected by pees, which is gen- 
erally of the bronchopneumonic type. bar pneumonia as a com~ 
plication of scarlet fever is rare. Gangrene of the lung may occur 
in the severe septic cases, 

Pleura.—Pleuritis as a complication of scarlet fever usually 
appears in the middle of the seeond week. It is commonly of the 
serous variety, but the author has had many eases in which there was 
an empyema usually of the streptoecoecie variety. Fiirbringer 
has shown that in 5 per cent, of the cases of pleurisy there is neph- 
ritis. 

The Blood.—There is 1 diminution of the hemoglobin, which is 
marked in cases in which nephritis is present. During convales- 
cence the hemoglobin inereases. Slight leukocytosis is also present 
in the course of the disease. There may be purpura and surface 
hemorrhages. 

Stomach and Intestine —Vomiting has been mentioned as an 
early symptom in scarlet fever, It is sometimes repeated in the 
course of the disease if a cough due to any laryngeal or pulmonary 
complication exists. Diarrheea is sometimes a serious complication, 
There may be a simple diarrhea, in which an excessive number of 
movements may threaten the life of the patient early in the disease ; 
or, on the other hand, the diarrhcea may subside without. serious 
results. The diarrhwa may take on a dysenteric or typhoidal type, 
with severe hemorrhages from the gut. There are some forms of 
diphtheria of the pharynx, stomach, and large intestine in the septic 
types of scarlet fever which have been deseribed by Litten, 

Sequele.—Ax sequelw to scarlet fever may be mentioned 

Anemia, which may persist for some time. 
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has seen it closely Drage pees ion of measles. In these eases 


from eruption, while in measles these localities are affeeted by the 
Rétheln.—Scarlet fever is most frequently mistaken for rétheln, 


and vice versi, 

In ritheln, when the eruption is punctate, it is invariably dis- 
erete. There is never the severe dermatitis with swelling of the 
skin found in scarlet fever. In rétheln the lymph-nodes are more 
constantly and generally swollen behind the sterno-mastoid, in the 
axille and groin, The throat is but slightly reddened. Rétheln 
presents a normal temperature or at the most a temperature at the 
outset of the eruption of 101°-102° F, (38.3°-38.8° C.) or even 
103° F. (39.4° C.), which rapidly subsides to the normal, although 
the exanthema may be spreading. 

Drug —Following the administration of quinine some 
children, like some adults, develop an eruption which closely re- 
sembles that of scarlet fever. In the presence of an angina and 
fever it may be difficult to exclude searlet fever. Antitoxin of 
diphtheria, antipyrin, and belladonna also cause a rash closely re- 
sembling that of scarlet fever. It is well in such cases to discontinue 
the drug, and after a few days, the eruption having disappeared, to 
administer it again, If the patient be susceptible, there will be a 
repetition of skin symptoms. Kerosene rubbed on the surface will 
cause a punctate eruption the exact counterpart of a scarlet fever 
eruption. Among the poorer classes, with whom petroleum is popu- 
lar as a general remedy, we should think of the possibility of its 
having been used. If that has been the case, the skin will have a 
distinet odor of kerosene. 

.—The prognosis in searlet fever depends largely on 
the character of the epidemic and the prevalent type of the disease. 
In some epidemics in New York City the mortality has been exceed- 
ingly low—2 to 4 per cent. (J. Tu. Smith), while in others it has 
heen notably high. In England the mortality varies from 13 to 40 
per cent, 

Personal idiosynerasy will affect the prognosis. Some children 
develop malignant septic types of the disease although the prevailing 
epidemic is mild. 

Cases complicated with severe angina of a septic character do 
badly from the outset. 

Nephritis is a complication greatly to be feared. It may result 
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(Babes, Lenhartz, F Streptococci esse ig 
cerebrospinal fluid bea bone-marrow (Baginsky). as 
however, are not willing to assign to these strep’ I a tie thing bt 
Ses Sela; lls Whey asec a Faaes whieh i beta 


'y Streptococcus pyogen 
of the streptococel, the so-called conglomerate-formi vg Pas 


always distinguished the di theria of searlet fever from true di 
therla. Sérensen Beccties ts membranous formations of aoa 
— besa Re smeary deposits which cannot be peeled from 
membrane seems to penetrate into the mucous sur- 
pela Uleers form, and the tonsils, soft palate, uvula, oR naso- 
pharynx become a necrotic, sloughing mass. Searlatinal 
is pre-eminently an inflammatory process with high sees swelling 
of lymph-nodes, and suppurations in different parts of the body. 
Tf the larynx and trachea are affected, the bronchi rarely become 
involved. The contrary is true of Léffler diphtheria, In ths latter 
the membrane can be peeled from the surface of the mucous mem- 
brane. The membrane is rich in fibrin, and spreads more on the 
surface and not in the depths. True diphtheria is followed by 
paralyses. A peculiarity of scarlet fever is that it may occur 
sporadically for years and yet not become epidemic, This is in con- 
trast to what occurs in measles. In the latter disease the affection 
may disappear almost completely and suddenly reappear in epidemic 
form (Henoch, Johanessen, Feer). Epidemics of scarlet fever are 
Jess common than those of measles. 
Treatment.—Prophylaxis—The diagnosis of scarlet fever once 
made, the patient should be isolated from the rest of the family. 
Tf several children are affected in the same family, these children 
should be separated and not placed in one room. Otherwise rein- 
fection will oceur. The clothes worn just prior to the illness should 
be sterilized in steam and then aired in the sun. Sufferers with 
angina who have been about the patient should not be allowed to 
come inte contact with the healthy. All the children of the family 
should be kept from school. During the illness ’the bedelothes and 
linen of the patient should be put into a 1: 5000 solution of mer- 
euric chloride, prior to being boiled and dried and aired in the sun, 
The sick-room must be kept well ventilated. There is no advan- 
tage in keeping the temperature of the sick-chamber too low, The 
author has found a temperature of 68° F. (20° C,) comfortable for 
the patient and those about him, Sunshine and fresh air are of 
more value than a room uncomfortably cool. If possible, it is well 
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believed to be infections. A recent otitic discharge is thought to be 
capable of conveying the scarlatinal poison. 

The eataenect scarlet fever is largely symptomatic, Tn an 
ordinary mild case there is little to do but to regulate the diet, and 

the nose and throat freed from excess of secretion. The 
skin needs little care. During desquamation it is anointed once a 
day with a 1 per cent. salicylic acid or boric acid ointment, The 
urine should be examined daily, for even in the mildest eases severe 
nephritis is apt to intervene. Vigilance should not be relaxed 
until after the fourth week, The fever in simple cases needs only 
the mildest measures. We should remember that the tendency of 
the fever is to mount until the eruption is fully developed. It then 
naturally remits. Thus a temperature of 105° F. (40,5° C.) in an 
ordinary uncomplicated ease may not last more than a few hours. 
In ordinary cases sponging with lukewarm water is efficacious, The 
aim is not so much to reduce the temperature as to sup) the 
nervous system and the heart. In private practice it is well not to 
resort at once to full baths simply because the temperature is above 
104° F, (40° C.), The reverse is true with temperatures which are 
persistently high for days, In such cases the author resorts to full 
baths. The patient is placed in a bath at 100° F. (37.7° C.), and 
the water cooled to 85° F. (29.4°C.). With children it is well 
not to resort to lower temperatures, is is especially true in the 
asthenic forms of sepsis. The patients fail to react after the bath, 
and seem weakened by the excessive cold, The patients remain in 
the bath about five minutes, and are then taken out. In cases in 
which the temperature mounts above 105° F, (40.5° C.) we ma 
employ the pack at a temperature of 70° F. (21.1° C.), with mu 
benefit if the reaction is good. The trunk pack may be repeated 
every one or two hours, The baths aboye deseribed may be given 
every four hours. While the patients are in the bath reaction 
may be promoted by mild friction. Patients with scarlet fever, espe- 
cially young children, do not bear baths below 75° F. (23.8° C.) 
well. The old theory that kidney complications are caused by cold 
baths is not proved. On the contrary, in uremia Kussmaul lays 
much weight on the beneficial effects of cold packs where hot baths 
produce untoward symptoms (Baruch). 

Antipyretics are of little value in searlet fever, and should not be 
used unless there is some special contraindication against hydro- 
therapy. Antipyreties of the coal-tar series especially, weaken the 
heart in the toxemia which accompanies scarlet fever. 

Heart.—The heart is supported in septic cases with high tem- 
perature, in the same manner as in other diseases of a toxic 
nature. Aleohol (whiskey) is not given in mild eases. In consid~ 
ering its administration the kidneys should be taken into account, 
We wait until the temperature remains persistently high, At the 
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elements of severe inflammation of the kidney, will sometimes be 

followed by an increased amount of urine. In such cases the treat- 
ment just will not be efficacious. tesiereric ey 2 


ported, and wateh kept for urmmie symptoms. Opium should 
with extreme caution—best not at all in convulsions ; 
joroform. Tabulations with chloral per rectum are preferable. Saline 
enemata at 108° F. (42.2° C,), diuretin, and nitroglycerin are appli- 
cable in those cases in which is suppression of urine. 
Otitis is sometimes first indicated by spontaneous — and 
= sates. In other cases pain with a sharp rise of tem- 
inflammation of one or both ears. Para- 
arent s uiuoditadsares ates deat cata ce 
drum is it. ate Une: Semen eene onvatyeni rece | poe 
ears may continue to discharge profusely, with an evening rise of 
temperature. In some cases the amine has noted alight frontal 
As Wakcinial Gietibiens oman evening. There may be only a 
slight redness over the mastoid of one or both ears. It is best not 
to temporize in such eases, but to advise opening the mastoid process 
to insure drainage and avoid sinus thrombosis or cerebral abscess. 
Complications in the lung, such as bronchopneumonia, are treated 
on general lines. We should in all cases be on the lookout for 
peniks effusion, Extensive effusions must be aspirated. In all 
forms of pleuriay, even if the amount of finid is not large, but per- 
sists, with a rise and fall. of temperature, we should introduce a 
needle to determine the nature of the fluid, Pus should be evacuated 
from the pleura in the manner directed in the chapter on Empyema. 
Joints —Joint-affections are best treated by immobilizing the 
affected articulations. The patient should be kept quiet, and sodium 
salicylate in liberal doses administered. If this is ineffectual after 
a few days, the joints should be wrapped in cotton moistened with 
oil of wintergreen, and sodium bicarbonate given in very liberal 
doses (grain x (0.7) for a child of three or four years, four times 
daily). If synovitis oceyrs and the fever continues high, the joint 
should be aspirated under antiseptic precautions, in order to ascer- 
tain if pus is present, If this is the case, an incision with drainage 
is the proper remedy. 


ROTHELN. 
(German Measles; Rubella ; Trowsseai’s Roseola.) 


Epidemics of this disease have been described by Forney, 1784; 
Heim, 1812; Hildebrand, 1832; and in recent times by Thomas 
and Crozer Griffith. It is an acute infectious disease, contagious 
from person to person through the atmosphere, though not as highly 
so as measles, It may occur in the same person a number of times, 
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of the eruption on the body. It will be seen later that this period 
includes the period of incubation proper, in whieh absolutely no 
symptoms, not even fever or malaise, are apparent, and the period 
of the enanthema on the mucous membrane. The enanthema, 
which may be accompanied by coryza of mild or severe type, may 
appear from the ninth to the tenth day after exposure, and lasts 
from three to five days. Thus while the coryza may be postponed 
several days or the enarithema may be present for a variable period, 
the two periods together have a duration of from thirteen to fifteen 
days, I have seen the enanthema fully five days before the exan- 
thema, and have seen cases of this kind without any manifestations 
of eoryza to signalize the onset of the disease, It is erroneous, 
therefore, to calculate the period of incubation from the exposure 
to the onset of coryza, as the latter is variable as to the time of 
its appearance, 
ne attack protects the individual from subsequent attacks. 
Authentic cases of two attacks in the same individual have recently 
been recorded. By this is not meant a recrudeseence of the ex- 
anthema after it has once faded. This is also known to occur 
(Jiirgensen), Experiments have proved that measles is highly con- 
tagious in the catarrhal stage. Inoculations with the blood (Home 
and nasal secretions (Mayr) have given positive results. The peri 
of test contagion extends through the period of the exanthema. 
Tt Fiminishes as the exanthema fades, and is thought to disappear 
gradually during the period of desquamation, Thus though more 
general in its power to infect, the poison of measles has a shorter 
iod of life than that of scarlet fever. The poison of the latter 
jisease may retain its power of infection months after the disease 
has run its course. From what has been said, it will be under 
stood that the infection in measles takes place in the vast majority 
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mucous Lak eae sera The bronchi are also 


respect that scen in rétheln. 

The fever reaches its height when the eruption on the skin is fully 
developed. If the mucous membrane is inspected at the height of 
the skin eruption, it will be seen that the enanthema becomes 
diffuse before the eruption of the skin is fully developed. The 
tnueous membrane of the mouth is diffusely inflamed and studded 


symptoms abate. The fever remits, and the temperature becomes 
normal by gradual morning remissions. The coryza, cough, and 
photophobia lessen, and the patient passes into the convalescent 
riod, Desquamation begins when the pinkish hue of the eruption 
8 disappeared. ‘This stage continues until the last vestige of pig- 
mented spots on the skin has disappeared. As a rule, it is com- 
two weeks after the exanthema has made its appearance. 
namation is never absent in measles (Crozer Griffith), but it 
may be difficult to detect its presence. The epithelium is shed in the 
form of branny scales, Desquamation is best seen on the anterior 
part of the chest, shoulders, and inner surface of the thighs, In 
uncomplicated eases it is not attended by constitutional symptoms, 
The Temperature.—Measles presents no characteristic fever-curve. 
The invasion is rarely signalized by a chill. There may be a slight 
sensation of chilliness. The prodromal period before the appear- 
ance of the enanthema is not marked by fever. The period of the 
enanthema presents a slight temperature with morning remissions to 
normal. When the eruption appears on the skin the fever increases, 
wnd reaches its height after thirty-six hours, at the time of the full 
development of the eruption. The temperature continues high with 
morning or evening remissions for from one and a half to two and 
a half days, and then subsides, and disappears in from twenty-four 
to thirty-six hours after desquamation has set in. The temperature 
may reach 104°-105,8° F, (40°-41° C.) without complications, 
During the stage of desquamation the temperature is not elevated 
unless complication exists in the lung or elsewhere (Fig, 34). 
T have sketched the type of disease which is not complicated “by 
serious affection of the viscera and which has no sequele. On 
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made, and there can, therefore, be no doubt of its existence, In 
1896 I published a study of the enanthema on the buecat mucous 

membrane, and on the inner surface of the lips. In this study 
I showed that the enanthema on the hard and soft palate so fre- 
quently described since the publication of Rehn was not peculiar 
to measles. The spots of rose-colored papules or streaks with the 
superimposed miliary vesicles are found in rétheln, scarlet fever, and 
some cases of simple angina. The eruption on the buccal mucous 
membrane alone, however, preceding the appearance of the exanthema 
on the skin by a period of from three to five days, is characteristic 
of the invasion of measles. It is path: onie of the disease, and 
occurs in no other known conditions. It is almost invariably pres- 
ent, Shere paveshla: shown it to be absent in only a very sinall 


On ie ane ae ‘the mucous membrane lining the cheeks (buccal) 
in strong eligi . — characteristic eruption of irregular stel- 
late or round rose-colored spots is seen. In the centre of cach spot 
there is a bluish-white speck, This appearance of a bluish-white 
ety on a rose-colored background is pathognomonic of the begin- 

ule of measles. The speck is sometimes so minute that strong 
sunlight is necessary to render it visible. The number of specks 
at the outset may be less than half a dozen. In a short time they 
become more numerous, and the rose-colored spots become conflu- 
ent, so that there are diffusely red patches of buceal mucous mem- 
brane studded with blnish-white specks. The specks rarely or 
never become confluent ; their color does not resemble that of sprue, 
nor are they as coarse as sprue accumulations. They are seen on 
the inner surface of the lips, and are sometimes well marked on 
the bueeal mucous membrane adjacent to the gums of the upper 
molar teeth. Tf the finger is passed over the mucous membrane, 
they are felt to be raised and firmly adherent. They ean be 
rubbed off by force or picked off with forceps. As the exanthema 
spreads, the enanthema of the buccal mucous membrane becomes 
diffuse. When the exanthema is at its height and during efflo- 
rescence the eruption on the mucous membrane begins to lose its 
characteristics. The bluish-white speeks are washed away by the 
huceal secretions and leave the mucous membrane diffusely red- 
dened and raw. 

By referring to the temperature-curve, it will be seen that the 
appearance of the enanthema is aceompanicd before the outbreak of 
the skin eruption by fever of a low type. 

The exanthema of measles is a churacteristic eruption of rose- 
colored or purple-colored papules, varying in diameter from 1 mil- 
limetre to 1 centimetre, the average diameter being 2 millimetres. 
They are irregularly circular, or longer in one diameter than another, 
or shaped like a half-moon, They arrange themselves crescentically, 








PLATE VII. 





Fig. Fig, 
Fig. 11 Fig. 1V 


The Pathognomonie Sign of Measles (Koplik’s Spots). 





Pee. §.—The discrete incasics spots on the buccal mucous membrane, showing the isolated rose-red 
pot, with the minute bluish white centre, av the sormally colored macors membrane 


Fre. 4—Shows the increased eruption of spots on the mucous membrane of the cheeks; patches ol pale 
pink intereperser! among rose-red areas, the latter showing numerous pale bluish-white spots. 


Pic. 5 —The appearance of the buccal mucous membrane when the measies spots coalesce and give a 
Mifiute perioess. with myriads of bluish-white specks. The exanthema is at this Lime fully developed 


aken for measles spots, Mucous membrane pormal itt 








Fis, £—Aphtbous stomatitis sometimes mi 
oiler, Minute yeiive piety are surrounded by a red area. Always discrete. 
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obstruction to the breathing, this symptom, which causes con- 
cern, di . The larynx may present a bres i wee tal 


affection of a streptococcic nature. Gerbardt has shown that uleer- 
ation of the posterior laryngeal wall may ensue from traumatism to 


y brane, 
tion may result. bronchitis which is always present in eucl 
cases may cause obstruction of the finer bronchi. On account of inef- 
ee eee and pneumonia may result, with 
issue, 

Diphtheria may complicate measles. It may precede the eru 
tion, or may develop at any time during the attack. In all als 
cases the patient has been exposed toa double infection. In one 
case in the author's hospital scrvice the patient had recovered from 
diphtheria two weeks previous to the attack of measles. ‘Three 
days after the appearance of the exanthema the conjunctiva became 
covered with true diphtheritic membrane. The larynx then became 
involyed, and stenosis set in within twenty-four hours after the 
appearance of the membrane on the conjunctiva, The exanthema 
in these cases is likely to fade rapidly or become hemorrhagic. 
Cases of diphtheria complicated with measles are rapidly fatal, since 
the trachea and bronchi become involved. Fatal pneumonia super- 
venes, On the other hand, the author has seen a croupy cough with 
dyspnea, set in three weeks after convalescence Fea measles, 
Diphtheria bacilli were found in the pharynx, and yet recovery 
took place. In this case no pseudomembrane on the pharynx was 
visible. It is not always possible to decide in a given case whether 
there is a simple swelling of the mucous membrane of the larynx 
or a pseudomembranous process. In cases with severe 
symptoms, if no membrane is visible, a culture of the secretions of 
the pharynx should be made. The temperature-curve does not aid 
us. Diphtheria may run its course with a low or a high tempera- 
ture. e pulse is of little assistance in making adiagnosis. There 
is nothing in the nature of measles which predisposes toward diph- 
theritic infection. 

During convalescence persistent hoarseness or aphonia is not 
infrequently seen without other disturbances. The voice gradually 
returns to the normal.' 

; Bronchopneumonia ; Atelectasis—aA very serious com- 
plication of measles is bronchitis, which may involve the capillary 
bronchi, causing atelectasis and bronchopneumonia. In the stage 
of efflorescence the bronchitis at times becomes severe. There are 


'Pendden and Northrup, in a paper on diphtheria with fatal pneumonia, 
record 8 cases of fatal diphtheria complicating measles. ‘The diphtheria and subse- 
quent pnenmonia were of the streptococens variety. The 3 cases formed part of a 
series of 17 cases of streptococcus diphtheria followed by pneumonia, 
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culous glands, which have been dormant before the invasion of 
measles exist, they form focal points for the development of tuber- 
culosis of the lungs or meninges. Such eases are fatal. Autopsy 
will reveal recent lesions al ide of old tubereulons foci. 

‘The ip ato infection with tuberculosis varies in different 
localities. In some epidemics it oceurs in 4 per cent. of the cases ; 
in others, 16 per cent, or more are affected (Bartels, Jiirgensen). 

The Heart.—'The endocardium is rarely affected in measles. If 
endocarditis does occur, it is usually an intercurrent affection in a 
rheumatic subject. Fig. 35 shows a temperature-curve from a ease in 
which rheumatism preeeded an attack of measles, and which in turn 
was followed by endocarditis. Myocarditis may be found in fital 
cases of bronchopnenmonia. In bronchopneumonia complicated 


with pleurisy, pericarditis may also be present (Baginsky). 
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Measles complicated with endocarditis In a boy six years of age. 


The Intestines—In some epidemics diarrhea is a frequent com- 
argied ‘The movements are numerous, and watery in character, 
n the large intestine is involved the stools contain blood and 
mucus, and tenesmus is present. The season of the year influences 
the intensity of the infection. In the warm months the diarrhea 
may be of a severe type. In cases recorded by Henoch and Thomas, 
autopsy showed enlarged Peyer’s patches and solitary follicles resem- 
bling those seen in typhoid fever. No cases of ulceration have been 
recorded, Jiirgensen is inclined to consider the diarrhea a result of 
intection of the intestinal mucous membrane. The enanthema appears 
in this locality early in the disease. 

The Kidneys.—In many cases of measles, albumin and a few 
hyaline and epithelial casts are present in the urine. They are the 
result of a parenchymatous inflammation of the kidney, due to the 
poison of the disease. A true nephritis, such as is common in 
scarlet fever, is rarely seen. Nephritis is apt to oceur in the severe 
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in diphtheritic infection, there must have been exposure to the con- 
tagion of both pertussis and measles, since etiologically the diseases 
have nothing in common, The danger in the coincident occurrence 
of measles and pertussis is that bronchopneumonia is likely to 
develop, and prove a serious if not fital complication, 

The Ear.—The external structures of the ear may be affected by 
edema and swelling, The external auditory canal may become the 
seat of painful swelling and diffuse inflammation. Gangrene of the 
pinna has been noted (Nottingham, Bourdillot). The most common 
affection of the ear is otitis media catarrhalis, Of 33 cases of 
severe complicated measles, Tobeitz found otitis of this variety in 
16. The ueney of otitis varies with different epidemics. The 
otitis makes its appearance in the period between seventh and 
the twenty-sixth day following the development of the exanthema. 
Of 22 fatal cases of measles, otitis was found in 19, only 7 of which 
presented symptoms during life. The great majority of cases of 
otitis give no pronounced symptoms and end in resolution, These 
mild cases are the result of the action through the blood of the 
measles poison on the ear structures Sorat arora The severe 
eases follow a mixed infection through the pharynx and Eustachian 
tube. In the pos of acute or chronic otitis, with or without inflam~ 
mation of the mastoid, the streptococcus, Staphylococcus pyogenes, 
and pyogenic diplococci have been found. The general course of 
otitis is not so severe as that of scarlet fever. In some epidemics 
the severe and fatal cases are more common than in others, 

Sequelw#.—Any of the complications named above may pursue 
a chronie course, In this sense only are they sequel. Chronic 
blepharitis, blennorrhes, keratitis, otitis, catarrhal inflammation 
or ulceration with stenosis of the larynx, septic retropharyngeal 
abseess, and chronic bronchopneumonia may persist for weeks or 
months, 

The prognosis in measles varies with the virulence of the epi- 
demic, the resistance of the individual, and the age of the patient. 
It is certain that the idea prevalent among the laity, that measles 
is a comparatively mild affection, is incorrect. In the cases treated 
in both dispensary and private practice, and at all periods of infancy 
and childhood, the mortality is 8 per cent. (Breyer), The mortality 
is greatest during the first vear of life, and may vary in different 
epidemics from 10 to 40 per cent. The lowest mortality seems to be 
between the fifth and eighth years—6 per cent, (Baginsky). Hos- 
pital statistics are of little value to the general practitioner, as the 
class of eases treated in these institutions give a high mortality- 
rate, The mortality in hospitals may be as high as 30 to 34 per 
cent. (Henoch, Fiirbringer), 

The di is will in most cases present few difficulties if the 
physician follows a fixed routine in the examination of the patient 
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Antitoxin and drug ee may simulate a measles craption, 
but the buecal mucous membrane never presents the enanthema. 

‘Lhe roseola of syphilis frequently a onaei that of measles so 
closely as to cause uncertainty in the diagnosis. Here the conjune- 
tive may be injected, and there may be a slight febrile disturbance 
aise The buceal mucous membrane is pale, and shows no erup- 

resembling that seen in measles. 

The diagnosis of measles thus resolves itself into a reeognition 
of the atewe before and after the appearance of the skin eruption. 
ee the appearance of the eruption there is very little to guide 

Cough, corya, and fever may aceompany an influenza. In 
these cases the ‘buceal eruption is of great diagnostic value. After 
the eruption appears, the question narrows itself to the differentia- 
tion of measles from rétheln or searlet fever, and the recognition 
of the various forms of erythema, roseola, drug and antitoxin erup- 
tions. 

Treatment—Prophylaxis—As soon as the physician has made 
the diagnosis of measles or suspects its presence, the patient should 
be isolated from the other children of the family, Among the poor 
it is sometimes impossible to do this. The members of the family 
not directly concerned in the care of the patient should be denied 
admittance to the sick-room. Tt is not necessary to cover the door 
of the room with cloths or sheets moistened with disinfectants. The 
physician before entering the room should take off his coat and put 
on some convenient linen gown or bath-robe, so as to completely 
cover his person, This robe should hang outside the door of the 
room, so as to be easily accessible. When not in use, it should be 
hung in the open air, If the physician wears a beard, he should 
wash it after leaving the patient, for if the patient: cougha in the 
physician’s face, he is likely to carry the infeetion in his beard to 
the next child yisited. Should the measles be complicated with 
diphtheria, extra precaution is necessary. 

General Treatment.— A typical case of measles needs little medici- 
nal treatment. We try to make the patient comfortable. The 
temperature of the room should be about 68°—70° PF. (20°-21,1° 
C,), if possible. The ventilation should be constant and attained 
by means of opening doors and windows of rooms communicating 
with the sick-room, It is not necessary toe darken the reom very 
much ; in fact, Bartels has shown that light and air are necessary to 
the comfort and well-being of the patient. The author has found 
that the ordinary yellow window-shade, if drawn over the windows, 
sufficiently excludes the actinic rays which are irritating to the eyes. 

In a typical case of measles a temperature of 104°-104,5° F, 
(40° ©.) may be ignored. It should be remembered that the fever 
continues only during the period of the eruption. With the fading 
of the exanthema the temperature becomes normal. It is only in 
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The use of the coal-tar antipyreties should be avoided. In lower- 
ing the temperature they act as depressants. In severe cases of 
bronchopneamonia aconite should not be used to lessen the rapidity 
of the pulse. Caffeine, camphor, strychnine, and digitalis in proper 
doses are more satisfactory, If a monia be prolon 
into the convalescent stage, we should be on the alert for pleuritie 
effusion, This is especially likely to occur if the pneumonia lasts 
longer than two weeks. In these eases the symptoms present are 
similar to those described under Pleurisy, and the treatment is 
carried out on the same principles. 

‘The LARYNGEAL syMpToMs become harassing when there is much 
swelling or slight erosions of the laryngeal mucous membrane. In 
such cases an improvised tent should be erected over the crib or bed 
and filled with steam vapor saturated with thymol or turpentine. 
Older children can be persuaded to breathe the vapor generated in an 
open kettle. If symptoms of stenosis appear, it must at once be 
determined by culture whether a diphtheritic a sti i 
pseudomembranous formation, or a stenosis due to simple catarrhal 
cedema of the mucous membrane is present. 

DrewrirertA.—Antitoxin is indicated in diphtheria either of 
the conjunctiva, pharynx, or larynx. A large dose should be 
given at the outset, on account of the virulent nature of this affee- 
tion as a complication of measles. We should not be too ready 
to intubate on the first appearance of stenotic symptoms. Many 
of these cases improve. The introduction of a tube into the 
inflamed larynx in measles is not without danger of causing uleer- 
ations of a troublesome *FPe after the measles has run its course, 
Tt is well to follow O'Dwyer’s advice in such eases—withhold 
the tube as long as dangerous dyspnoea is absent. The use of 
apomorphine, tartar emetie, or turpeth mineral, so popular with 
continental physicians, to expel membrane or secretion, is of doubtful 
value, 

Tue Ear.—Otitis should be suspected if there is restlessness 
and an intermittent course of temperature without apparent cause. 
Older children may indicate the seat of pain. Tn some cases it may 
be necessary to incise the tympanic membrane. The procedure 
affords relief from pain, and is without ill effects. Pus or a few 
drops of serum only may be evacuated. 

Diarriima requires the same treatment as a primary enteric 
catarrh. 

The care of the EYES, Nose, and MouTH should be conducted 
om general lines. If the secretion is excessive, the eyes may be 
bathed once a day with a Inkewarm weak saline solution. Unless 
the secretions are excessive, the nostrils should not be syringed or 
douched. If clots of mucus or pseudomembranous shreds form in 
plugs, they may be dislodged once a day by a nasal washing with a 
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preg vesicle is surrounded by se In the 


‘uaree of a day orto the cle is com and the vesicopustule 
begins to epee he, scab is developed. Pony 
of the roseolar erie aed do not develop the vesicle and pustule. 
While one crop of papules is going tt the ae described 
above, others appear on various of the body. It is character- 
istic ne varbele th to have the su covered wi pules, 
papules with vesicles, and with pustules, in various stages nate Pe 
ment. The papules vesicles, or pustules may be few or very abun- 
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Varicella temperature-curve shoripg. suceessive rises due to a new eruption of papules and 
les, Hoy uged six years. 





dant. In some cases after the scab of the vesicle has fallen off a 
distinct scar is left, similar to that seen in vaccination, but much 
smaller ; it may persist for years. The skin between the papules 
ani vesicopapules is normal in color. 
he soft palate and sometimes the hard palate may show a few 
isolated papules, vesicles or vesicopustules similar to those seen on 
the cutaneous surface (enanthema). In most cases there is an 
angina, an injection of the conjunctive or even an enanthenia on 
the ocular conjunctiva (Henoch). Thomas records varicella papules 
and pustules on the nasal and vulvar mucous membrane (Fig. 36). 
The temperature is in many eases little mised above the normal, 
In others it reaches 105° F. (39.4° C.) at the outset of the affee- 
tion. In rare cases 106.5° F. (41.3° C.) has been observed. As 
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for esthetic reasons, may be vaccinated on the thigh or calf of the 
leg instead. The outer surface of the arm, at about the insertion of 
the deltoid in the humerus, is usually selected. The skin is carefully 
eleansed with soap and water, washed with aleohol, and dried, 
With a clean sewin the «kin is searified three or four times 
in one direction, at right angles to the first searifications. We 
should not cause ing, but only ex; a raw surface, The 
scarified area should be t one-eighth of an inch square. The 
lymph is now rubbed on the searified area. If quills are used, the 
vaceine on the quill is moistened with a drop of distilled water 
before inoculation. Searifying large areas is likely to canse exces- 
sively large pustules, with subsequent severe inflammatory reaction. 
On the hand, a small area of scarification may give a very large 
pustale. In other words, the size of the vaceine pustule does not 
always depend upon the size of the area of searifieation, A mixed 
infection will give a severe reaction with a very small area of seari- 
fication. 

Lymph to Use.—Fither the liquid or the dry lymph may be used. 
Both are reliable if recently prepared. If the lymph is not fresh, or 
there is carelessness in its use, the vaceination will be a failure. 

Course of the Vaccination —The great majority of vaccinations 
are very uniform in history, There is an incubation period, during 
which the wound heals. There are absolutely no symptoms. This 
period usually lasts three days, sometimes only two, and may be 
prolonged to four or six days. After this period there is the erup- 
tive stage, ushered in by the formation of flat rose-red papules 
at the points of searificution. The papules are either oval or 
irregularly long, On the fifth day a vesicle appears in the centre 
of the papule and spreads to the periphery. On the sixth day 
the vesicle takes up the whole papule, bas a pearly lustre at the 
surface, and presents a central umbilication (Jenner’s vesicles). 
The seventh day is the day of efflorescence ; the vesicle is filled and 
tense with lymph, has a rose-red arcola and a hypermmic zone out- 
side this areola ; there are itching and tension. On the eighth day 
the contents of the vesicle become slightly cloudy. On the ninth 
day the suppuration is pronounced, and on the tenth day the sup- 
puration, swelling, and inflammatory reaction are at their height. At 
the end of the tenth day there is a retrogression of all the symptoms. 
The vaccine pustule becomes less angry looking and the inflamma- 
tory reaction subsides, A crust forms which may become dev, 
hard, and fall off, leaving a scar beneath, This takes, as a rule, from 
ten to fourteen days. 

Fever in some cases begins on the fifth day after vaccination, 
Tt may be slight and reach its height between the eighth and the 

* tenth day. There may at this time be slight digestive disturbances, 


sach as vomiting or greenish movements. 
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uneasiness and clevation of temperature. 
x for urinary complications and subse- 
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nity to variola diminishes as we reach the termination of the 
first decade after the first vaccination. If the revaceination runs a 
typical course identical with that of the original vaccination, immu- 
ter seoerally ls ting. 







TYPHOID FEVER. 
(Abdominal Typhua ; Hoatyphus.) 
Occurrence.—Of 84 cases of typhoid fever treated by the 
author, 38 were of the male and 46 of the female sex. The ages 


were as follows: 1 was of eighteen rhonths, 4 were three years, 9 
were four years, 41 were between the fifth and the tenth year, and 
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especially those in the vicinity of the ileocweal valve, ave enlarged. 
The remaining changes resemble those seen in the adult subject. 


rarely with a chill. More frequently there are indefinite chilly sen- 
sations and mild malaise. hore if 


become marked. The headache is augmented by delirium at night, 
especially in older children, and stupor is present. In younger chile 
dren the period of invasion may simulate a pneumonia, In faet, 
these cases begin as pneumonia, and it is only on careful considera- 
tion ef the clinical symptoms—the minanee in a few cases 
of cerebral symptoms or the enlaj spleen, and the presence of 
roseola later on, with the elevation of temperature—that we are led to 
think of typhoid fever. In some of these pneumonie cases there are 
none of the characteristic features of typhoid. There is no roscola, 
no splenic enlargement, no epistaxis, but there may be diarrhoea. 
During an epidemic only the systematic examination of the blood 
(Widal) will reveal these eases. Such a case is the following: A 
child, five years of age, was admitted to my hospital service with an 
indefinite previous history. Temperature 104.6° F. (40.3° C.), 
pulse 140, and respirations 30. ere was apathy, also a broncho- 
pneumonia in the upper lobe of the Ieft lung. This case gave a 
very positive Widal reaction early in the disease, The spleen 
became palpable four days after admission. In another case, of a 
child four years of age, signs of a lobar pneumonia of the upper 
lobe of the left lung were present without any roseola, enlarged 
spleen, diarrhea, or abdominal symptoms, On the fifth day of the 
disease the Widal reaction became positive in a dilution of 1:50, 
This child died on the sixth day of the disease, with increasing signs 
of pneumonia and a positive Widal reaction of 1: 350. Many of 
these eases of typhoid fever in older children become comatose atter 
the first week. Sueh a case was recently admitted to my wards, 
The onset was with headache and fever, There was no vomiting, 
epistaxis, or chill, The child became unconscious, with a tempera- 
ture of 106° F. (41.1° C,), rigidity of the museles of the neck, 
increased reflexes, ankle-clonus, Kernig’s symptom, and enlarged 
spleen. This case gave a positive reaction to the Widal test, and 
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the newly born infant to whom the fever has been conveyed in 
0 the picture of the disease is unlike that seen in older infants 


the disease was an uncontrollable hemorrhage from the vagina. 
Before death this was supplemented by hemorrhages into the skin 


and from the gums. 

The cases of typhoid fever in infuney thus far recorded by 
Morse, Crozer Griffith, Blackader, and the author, may be divided 
into two classes: those in which there is a mild diarrhea with dis- 
tention of the abdomen, roseola, and enlarged spleen; and those 
which present cerebral symptoms. The latter develop coma, have 
a distended abdomen, rose , and enlarged spleen, In both 
forms there are severe and mild types. Cases in which the tempera- 
ture rarely rises above 104° F. (40° C.) recover, while those with a 
higher temperature may be fatal. 

Individual Symptoms.—Rosrou.a—lIn children, as in the adult, 
the roseolar les are seldom absent. In some cases their number 
is large, while in others they are few and widely scattered over the 
surface. They may appear in successive erops, and reappear in a 
relapse. Occasionally the roseola is preceded by a diffuse erythema 
closely resembling the scarlet fever eruption. The roseola may, as 
in the adult, appear on the third, fifth, or tenth day, and may even 
be delayed until the end of the seeond week, after which it gradually 
fades, leaving a pigmented area. The eruption is sometimes so pro- 
fuse as to resemble the eruption of typhus. It may be profuse in 
eases in which the cerebral symptoms are very marked. I have 
seen typhoid fever with severe ecrebral symptoms, but with an 
eruption — sparse or entirely absent at the height of the disease. 
In severe delirious cases, hemorrhagic areas appear on the bony 

rominences of the shoulders and extremities. Petechiw are common. 
1 protracted cases extensive purpuric areas appear on the abdomen. 
‘These hemorrhagie cases are not necessarily fatal, 

The ENLARGED SPLEEN is one of the most common physical 
signs. At the outset of the disease it is not always easy to pal- 
pate the spleen, This is especially true of younger children. The 
enlarged spleen is present not only in older children, but also in 
eases of foetal typhoid fever. I have seen the enlargement persist 
for weeks after convalescence. In one case the spleen could be 
distinctly felt below the border of the ribs for a long time after 
recovery. 

Tn some forms of relapse the spleen enlarges after having dimin- 
ished to the normal size. Cases in which the spleen remains 
enlarged a long time are likely to have slight rises of temperature 
of short duration. Typical relapses without enlargement of the 
spleen may oceur. The fact that the spleen continues enlarged after 








‘Typhold fever of short duration In a boy six years of age, 


lobar pneumonia or a bronchopneumonia will cause a persi 
of the pa eaperata as will also other bast cen as otitis. 

‘The inverted type of temperature-curve is described by Henoeh. 
The morning temperature is higher than the evening, or there may 
be a rise at 3.4. a. or 6 A. ML, a fall in the forenoon, with a rise 
again at noon, and a fall toward evening. Such a curve may be fol- 
lowed within a day or two by the usual fall in the morning and rise 
toward evening. These fluctuations occur at the height and at the 
decline of the disease. 

Hemorrhages from the bowel are net so common in children as 
in the adult, T have seen persistent hemorrhages in only 4 out of 
‘84 cases, In one case I have met post-typhoidal ulcerative colitis, 
‘The howels may be constipated, normal, or diarrhaal. The number 
‘of stools varies. In the majority of cases diarrhiea is absent. In 
some the temperature in convalescence may rise a degree or more for 
aday or two, Tn these cases there may be fecal aceumulation due 
to incomplete evacuation of the gut. 
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n is common to many conditions of infaney and childhood. In 
most puzzling cases, such us those simulating enteritis of non- 
typhoidal ery the reseola may at the outset be absent. 

Ly a dou! case the Widal blood-test should be made daily to 
elear up the dingnosis. In many eases this reaction is the only clue 
to the condition, es the prevalence of an epidemic every ease 
of pneumonia or doubtful meningitis or enteritis should be subjected 
to this test. 

‘The Widal agglutination reaction is of yreater utility in making a 
positive diagnosis of typhoid fever in children than in adults. The 
fact that un enlarged spleen may be due to various causes, such as 
rickets, the occurrence of fevers of « remittent or continued type, 
Lmerath due to otitis, enteritis, pnenmonia, and the prevalence of 

jiarrheea of all kinds in infants and children, tend to make the 
Widal test of inestimable value. 

Tn a paper based on 84 of my cases of typhoid fever in infants 
aud children, Gershel found the reaction positive in 81. Three 
hundred and twenty-nine examinations in all were made. Thirty- 
six were positive on the first test, and forty-five on repeated tests. 
The reaction appeared in 5 cases on the fifth day, in 3 cases on the 
sixth day, and in 3 on the seventh day. In other words, 13 per 
cent. of the tests were positive at the end of the seventh day, 63 per 
cent. on the fifteenth day, and 89 per cont. on the twenty-fifth day 
of the disease. The reaction was negative in only 3 cases which 
gave the clinical symptoms ef typhoid feyer. These figures corre- 
spond to those obtained by Blackader in a smaller number of cases. 
A negative reaction is of ne significance as excluding typhoid fever, 
whereas a positive reaction is absolutely pathognomonic of the disease. 
Though 115 of my fever cases were examined by this test for the 
presence of typhoid fever, exclusive of the above 84 cases, the reaetion 
was obtained in no ease in which typhoid was not present. In a few 
cases the reaction was not obtained until the close of the disease, 
when the temperature had been normal for some days. In another 
case of a child of three years, the reaction was not obtained until a 
relapse had occurred. In the case of a boy of seven years the 
reaction was not obtained antil the third weck. It was net taken 
again until the onset ofa relapse in the fifth week, and was negative. 
It subsequently became positive at the termination of the relapse. 
This proves that a negative test is of little significance in excluding 
the possibility of typhoid fever unless the examinations extend oyer 
a long period. The presence of the reaction in typhoid fevers 
which begin with a pneumonia is of interest. In one of these eases, 
fatal on the eighth day, in a child four years of age, the reaction was 
negative until the fourth day of the pneumonia, It became positive 
in an attenuation of 1: 350 just before the exitus lethalis. 

The Ehrlich Diazo Reaction in the Urine —Thirty-three cases were 


dl 
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The treatment of mild cases of typhoid fever is 

tomatic. ‘There i isis wed te ei ba inete eae 

On the other hand, the severer cases are difficult to manage. This 

a mrenlly eye ta the treatment of children, to whom it is not 
is 


methods 
Ww present night and day bromides in doses 
are efficacious. Witt oiler elildven aie day wsve bi algaee 

ine may then be necessary to meet the exigencies of the case. 
= ae saa sch of epoe forms sion of the 

: is ve emuciation, one, two, or three raw 
should be added to the milk daily. It aD walh il paokented gues oot 
to wait too Jong a complete drop of temperature before resorting 
to other foods milk. This is especially true of cases extending 
over a period of seven or eight weeks, in which there is always a rise 
of temperature of half a degree or a degree above the normal for a 
few days, with a drop again,to the normal or subnormal. Tn these 
eases there is a form of inanition fever, typhoidal in nature. 
Solid food should not be withbeld too long lest the emaciation become 
extreme. After the fifth week we may in most cases allow the patient 
gruels containing cereals, After the temperature has fallen to the 
normal and remained there for four or five days, it is safe to return 
gradually to a fall diet. It is doubtful if relapses occur as a result 
of too early feeding if this method is followed. In comatose states 
resort may be had to foreed feeding. 

Alcohol is not needed in mild cases. It is given in cases in which 
the pulse is weak and the temperature high. Delirium is no contra- 
indication to its use, as it is in other affections. 

The heart is stimulated by digitalis, strychnine, or camphor. If 
the heart has shown slight dilatation with a murmur developing in 
the course of the disease, the patient should not be allowed out of 
bed too soon for fear that unfavorable symptoms may result. 

The temperature is controlled by hydrotherapy. The patient 
is placed in a bath at 100° F. (37.7° C.), and the temperature of the 
water gradually reduced to 85° F, (29.4° C.). With older children 
the temperature may be lowered still further. Children do not bear 
the classical Brand bath treatment well. The plunge bath is given 
three or four times daily whenever the temperature is 103° F. 
(89,4° ©.) or more, Should the child struggle very much against 
the administration of the bath, it is wiser to forego it and sub- 
stitute sponging. If the sponging is not followed by good reaction, 
the use of water should be abandoned. In exceptional cases of 
delirium a bath once or twice daily at 105° F, (40,5° C.) has a 
quieting effect. 

Hemorrhages from the bowel are not frequent in children. They 
may oecur early or late in the disease. In the latter case they must 
he differentiated from hemorrhage due to enterocolitis of a post- 
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the tertian type it is believed to be from seven to fourteen days. In 
ao fg Sea the first chill appeared eleven days after the patient 

resircc essential cause of malarial fever is the same in 
infants children as in the adult. It is an inoculation fever, 
and is conveyed to the human subject by a certain species of mos- 
quito (Anopheles), The poison exists in the neighborhood of 
swamps and stagnant waters. 

The Parasite —The plasmodium or protozoa of malaria circulates 
in the blood of infants and children, undergoing its eycle and sporu- 
lation in the same manner as in the adult. In one series of cases 
in infants and children that I studied, the tertian was the most 
prevalent form of pra These cases occurred in New York City 
and its vicinity, This has been the experience of other New York 
City observers, One may assume that mal blood will, as a rule, con- 
tain the parasite prevalent in a given locality. Several forms of 
mais may exist in the blood of the same child, or there may 

several generations of the same plasmodium. These may mature 
at different times, giving various types of fever in the same subject. 
Ti a tertian case, the fever may thus become quotidian, a second set 
of parasites causing a distinct chill and fever (paroxysm) on the 
day when the first generation is quiescent, e may have, as 
Mannaberg and others pointed out, simple and double tertians and 

uartans. But no combination of quartan parasites ean simulate 
the simple tertian type. I have seen very few cases of quartan 
in children. They are uncommon in New York City, but T have 
seen preparations of the quartan type which were found in the blood 
of children in the Southern States. As in adults, tertian paroxysms 
may oceur every day, caused by two sets of parasites which mature 
at about the same time daily, or one set matures at a different hour 
than the set of the following day. In such a case paroxysms would 
ocenr at the same hour only every other day. Many children have 
a distinet severe paroxysm only every other day, but on the inter- 
vening day a careful examination will detect a yery low fever. This 
is Feaalty due to a set of parasites which mature without produc- 
ing marked chill or fever (abortive). 

The Blood.—In recent tertian I have found young spores in 
abundance in the blood a few hours after the chill. In some speci- 
mens the spores were free. Between paroxysms in tertian cases the 
blood contains colorless oval plasmodia—the fully developed body— 
leucocytes having rods and pigment-granules and rarely, small round 
forms with flagellw (Koplik). In stained specimens (methy]-blue) 
young native forms are found in all stages up to fully developed 
protozon. The red blood-cell containing the parasite is distinetly 
enlarged. I have sound in the stained specimen as in the unstained 
ones, the sporula in free groups, bodies with flagelle, and erythro- 
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ture of 106.5° F. (41.8° C,) is not uncommon, and is well borne. 
As a rule, the fever has a distinctly intermittent The tem- 


perature may rise after the initial chill and remain high for days, and 
then fall to the normal. In the simple form the fever lasts from 
four to twelve hours, and is followed by a critical perspiration, 
during which the temperature rapidly falls to the normal. In some 
cases the children free from symptoms in the interval between 
the sms, suffer from headaches and a feeling of las- 
itude, and in infants there are gastric and intestinal disturbances, 
Alesina rong linge Neer aeeesps with progressive 
enlargement spleen. ja of the peripheral nerves has 
nae noted in older children. # 

uring a paroxysm Monti noted ja, which isted until 
the following day. Ee <x 

The spleen enlarges rapidly, and in a short time may be felt as 
low down as the umbilicus. I have found the spleen markedly 
e ; in one case the organ was Pros ae below the ribs, 
although a slight enlargement could be det on pereussion. 

The liver may be enlarged in chronic cases. 

In subacute forms chills are not present, but there is an irregular 
febrile movement, with progressive anwmin and splenic enlargement. 

Repeated Attacks or Relapses.—Children, as well as adults, 
may have repeated attacks of malarial fever, As a rule, however, 
these so-called independent attacks in children are relapses, due 
either to inefficient treatment or to the deyclopment of a new series 
of parasites. Infants may have relapses. I have treated such 
cases until all anemia and signs of active malarial poisoning had 
disappeared, and then administered arsenic for months, only to 
find a return of the symptome after an interval of months. 

‘he diagnosis of malarial fever is based upon an examination 
of the blood. If a child suffers from pronounced anemia, ma- 
laise, pains in the limbs, and enlarged spleen the blood should he 
carefully examined. Expert knowledge is always necessary for a 
definite diagnosis. It is surprising to note the lange number of 
cases beginning with chills and presenting an intermittent fever 
eurve and enlarged spleen, diagnosed as malarious, in which parasites 
eannot be detected in the blood. Many septic and inflammatory proc- 
esses in infants and children simulate malaria. Rachitis, syphilis, 

teric catarrh, otitis, pneumonia, typhoid fever with relapses, 
have all been mistaken for malarial fever. The diagnosis rests on an 
examination of the blood in all cases in which chills and fever or any 
of the symptoms deseribed coexist with enlargement of the spleen, 

Quinine should not be administered until the blood has been 
very carefully examined, In other words, malaria should be diag- 
nosed or excluded before resorting to this remedy, which was formerly 
much in vogue as a diagnostic test. Its use before diagnosis ean 
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to disappear. If the anwmia persists, it is well, after diminishin 
the frequency of the dosage of quinine, to combine it with sm: 

doses of Fowler's solution. The arsenic must occasionally be tem- 
ly discontinued, or the functions of the stomach will become 
ed. Warburg's tincture does not seem to be very efficacious 
with children under five years of age, nor with older children, 
unless given in very large doses. Children do not develop cincho- 
nism as quickly as adults, and the quinine may therefore be con- 
tinued fora long time, Treatment should not be suspended until 
the spleen is no longer palpable and the anemia has disappeared. 
Quinine should then be continued in small doses at regular intervals. 
The preparations of einchona, such as cinchonidia, cinchonidin, 
chinidin, ete., are not reliable. The following is Baccelli’s formula 
for the subcutancous use of quinine in pernicious intermittent fever : 


cae bea aye eenx 3) ap uses ae hs G9 e ars. se t 

ium chlorat,. . . 6 ess ye parecer , . 

Ag. deatillat. 500 0 es ba et oe * piss {ai 
INFLUENZA. 


(La Gripe ; Acute Cutarrhal Fever.) 

Influenza is, a specifie infectious disease chiefly affecting the 
mucous membranes, It is highly contagious, although all indi- 
viduals exposed do not contract the disease. Tt oceurs in the form 
of pandemics in which whole communities are affected. This pan- 
demic form oecurs less frequently in children than adults, and is of 
interest to the physician only when an epidemic prevails. The 
endemic form of influenza affects children more frequently than 
adults, and is the form which will be described, although in its 
symptoms it closely resembles the epidemic form. The endemic 
form may occur at any season of the year. In large cities influenza 
is always present (endemic), and appears to be more prevalent after 
rapid changes from lower to higher temperatures. Rapid fluctua- 
tions in the humidity of the atmosphere in winter also favor the 
development of the germs of this disease. In New York City, 
midwinter and spring are the seasons when outbreaks of this affee~ 
tion occur. 

Age.—Influenza may affect the newly born infant, A case of 
this kind is reported by Townsend in the Transactions of the Ameri- 
ean Pediatrie Society, The disease is most frequent between the 
ages of six months and five years. ‘The younger the child, the more 
severe the affection. 

Mode of Infection.—Individuals are infected by coming into 
contact with others suffering with the disease. The germ is con- 
tained in the sputum and the nasal secretions ; therefore poorly 
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line between the various forms of endemic influenza as seen in 
children. The yf ocd rae? pk pneumonic forms are 


frequently present in the sime patient. ie as it occurs 
Sauce in New York Ciy will be denote fe opideorn oe 
pandemic form being ignored. 

The most frequent form is the catarrhal of an acute and 
even subacute type. The infant or child may at the outset have 
a chill. Most frequently there is vomiting, and also fever, and 
pains in the head and limbs. There is a coryz, and in many 
— a Tel: ate dicen. The eyes are injected, the face is 


and flushed, and presents an appearance resem)! 
bo of the first’ stage of measles, The aes membrane parr 


throat is deeply injected and the tonsils inflamed and enlarged. 
‘The temperature is elevated ; in fact, at the outset it is as high in 
this disease as in malarial fever, 106.52 F. (41.8° C.). The eough 
is sometimes incessant. The irritation in the throat is extreme, and 
vomiting after the conghing paroxysm 
may lead the physician to believe that 
he is dealing with whooping-cough. In 
young infants these symptoms may last 
fora day or two, during which the move- 
ments may become green and even diar- 
rhoal. ‘This diarrhea is sometimes so 
severe as to be a prominent feature of 
the disease, The prostration both in 
infants and children is marked. After 
two or three days the caturrhal condition 
of the upper air-passages subsides, and 
the patient develops symptoms of an 
acute bronchitis of a severe type. These 
forms of grippal bronchitis have at the 
outset a high febrile curve (Fig. 42), and 
a fever persisting for days. The bron- 
chitis affects the smallest bronchi. There 
may develop a bronchopneumonia in 
small areas. In other eases the bron- 
chitis passes suddenly into a pneumonia 
without a preeeding. chill. The pneu- 
Endemic influenza with bronehits monia of la grippe may be lobular or 
ee AR har in asi Tn the vast majority of 
eases the pneumonia is of the pneumococcus variety. Especially 
severe are the cases of grippe which are ushered in with a chill, high 
fever, and cerebral symptoms, such as sopor, delirium, and rigidity of 
the neck muscles. In many of these cases examination of the chest 
reveals pneumonia. These cases are not so common among infants 
as among older children. Cuses in which there is a cerebrospinal in- 


ud 
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a al ecyhegeies piaietee fl ag a bald ‘it rises 
from one-half a degree to three degrees above the normal (Fig. 43). 
‘The child in the afebrile intervals. It may awake "sleep 
in a peevish, irritable mood, or start in its sleep. These symp- 
toms may continue for a week or onger. In many of these cases 
there is serous or purulent otitis media, or there may even be a 
mastoid inflammation from the outset, In other eases the patient 
has an intermittent or remittent fever. The fever, if a continued 
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one, has morning or evening remissions. Examination of the heart 
may reveal un acute endocarditis, although marked symptoms of 
cardiac involvement may be absent. 


Symptoms referable to the kidney have received little attention 
in text-books. In endemic grippe there is almost always a slight 
trace of albumin in the urine, which, as a rule, disappears at con- 
valescence. Occasionally, there is a true nephritis, with casts, 
decreased secretion, and blood. Such eases have been described by 
Freeman. Of grave import are the cases of nephritis in endemic 
grippe which at first show « trace of albumin and a few hyaline, 
epithelial, and blood-easts, with a very small (microscopic) amount 
of blood in the urine. The urine is normal in amount, The cou- 
dition is revealed only by the microscope. Edema is absent. The 
child is at first pale, but this pallor noe later. The trace of 
albumin in the urine, however, with a few casts and blood-cells, 

for months. These eases haye been deseribed as “ cyclic” 
albuminuria, They are really nephritis of an insidious character 
following endemic grippe. 

T have seen cases of endemic complicated with swelling 
a the pred and submaxillary bi ae and of the lymph-nodes of 

neck. 

The duration of endemic grippe is from two or three days to as 
many weeks. I have seen cases present a temperature-curve for 
three weeks, but have not met the eases of protracted duration, with 
or without fever, described by Filatow, and would regard such cases 
as peculiar to the country of that author, 

The of endemic grippe is favorable. If complications 
supervene, it varies with their nature. 

The presents no difficulties, In some cases the ner- 
vous symptoms may canse the physician to suspect meningitis when 
pneumonia is present. A carefull physical examination will dispel 
the doubt. Meningitis and pneumonia may be present in the same 
case. Otitis may snpervene withont the presence of marked symp- 
toms referable to the ear, An aural examination by an expert 
should be made in all cases in which fever persists and physical 
examination of the lungs and other organs fails to reveal abnormal 
conditions. 

The treatment of Ia grippe is simple. At the outset in the 
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the axillary and inguinal lymph-nodes were also involved. ‘The 
temperature at first ranges from 102° to 104° F. (38.8° to 40° C.), 
but in from twenty-four to forty-eight hours it may fall by erisis. 
There is a slight redness of the pharynx or the color of the mucous 
membrane may be normal. There is pain on deglutition, and there 
may be a slight cough, but no distinct pulmonary affection. In 

Pfeitfer’s and West's cases the liver and spleen were enlarged. 
In the cases of Starck, Rauchfuss, and Protussow these enlarge- 
ments were not always present. 

The lymph-nodes may enlarge to the size of a pigeon’s egg. The 
redness of the pharynx is disproportionate to the enlargement of the 
nodes (Rauchfuss), so that it is hardly permissible to speak of an 
anginal lymphadenitis, as in searlet fever. In both Starek’s and 
West's ecuses there was enlargement of the nodes, which were not 

inful, but sensitive to pressure. The swelling of the carotid 
lymph-nodes began, as a rule, after a few hours, was in most cases 
first visible on the left side of the neck, and reached its height from 
the second to the fourth day. The glands on the opposite side of 
the neck then became affected, The swelling rarely continues uni- 
lateral. It is uniform, as thick as an index-finger (West), and is 
composed of several nodes. There is a stiffness of the neck and 
also a sensation of choking, Suppuration is absent. There is in 
all eases a tenderness of the abdomen about the umbilicus, which, in 
Pfeiffer’s opinion, indicates an infection of the mesenteric nodes, 
West found the mesenteric nodes enlarged in 37 cases. 

Diagnosis.—The disease is readily differentiated from mumps. 
Th some epidemies the submaxillary glands were involved, but never 
the parotid. The appearance of the swelling of the lymph-nodes 
first on one side, and then on the other side of the neck is character- 
istic, and should be differentiated from the glandular swellings oceur- 
ring with grippal affections or pneumonia, Heubner bas reported 
eases in which there was a complicating nephritis. 

Duration.—The fever disappears after a few hours or may last 
two or three days. It may recur later. The gandular swellings, 
however, inerease or persist nine to twenty-seven days, the average 
duration being sixteen days (West, Rauchfuss). 

Treatment.—As the affection has a tendency to spontaneous 
recovery, the treatment is purely symptomatic. 


CEREBROSPINAL MENINGITIS. 


Cerebrospinal meningitis is an acute infectious disease, of which 
the characteristic lesion is an exudative inflammation of the pia 
mater of the brain and spinal cord. It occurs both epidemically 
and sporadically, 
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play with their toys. 6. The foudroyant cases, in which death 

os aera care is perien dere oaiier cere 

of the neck ad oplathotonce being characteristic. ¢. ‘The common. 

form, beginning with ese eetians and delirium, accompanied 

by rigidity of the neck and oe ee In cases of the last type the 
can be roused at 

The syny of in} ieyndioa are as follows: An infant eight months 
of age develops a conjunctivitis (intracellular diplococens). After a 
week peti cet cerebral sym CA pci et convulsions, coma, 
rigidity of the muscles of neck—appear, with a high febrile 
movement. In other eases there may be a history of a fall. Four 
or five days after the fall ee tient meanwhile attending school) 

, vomiting, and iffieulty in deglutition set in, and after 
a day or two of these symptoms convulsions manifest themselves, 
with fever and rigidity of the neck. In other cases the onset of 
the disease is signalized by chills, fever, and vomiting, and there is 
occipital and frontal headache. The chills and fever are repeated 
daily, as in intermittent malarial fever. The neck becomes painful 
and gid, and the patient is dull and apathetic. To these symptoms 
delirium and opisthotonos, (Plate TX,). Although the 
modes of invasion differ in certain res they resemble each other 
in a general way, In typical cases the symptoms are grouped as 
follows ; 

Cerebral Symptoms—If the fontanelle is not closed, there will 
be tenseness, followed by bulging, even in the early stages, certainly 
by the fifth day. The patients usually have delirium and coma. 
In the milder cases headache is the principal symptom, and periods 
of consciousness alternate with those of stupor. There is hyper- 
westhesia of the surface, and the patients cry out if the bed is jarred 
or the skin touched. Tn some eases there are chills and convulsions, 
the latter being unilateral. There may be facial paralyses and hemi- 
plegia in the later stages of the disease. 

Reflexes—The patellar reflex may be absent or exaggerated. 
Babinski’s reflex is absent in most cases. Kernig’s symptom is 
quite constant, 

The skin may be the seat of successive attacks of erythema. 
Herpes labialis may be present. Tache cerebrale is always present. 

The joints may be tender or swollen. I have never seen suppu- 
ration of the joints. 

may be intramuscular abscess, 

Bye Symptoms.—I have seen an initial conjunctivitis. In 
Counecilman’s cases there were keratitis, strabismus, contraction, 
dilatation, and inequality of the pupils, neuritis of varying grades 
of the dise, atrophy, and purulent choroiditis. There is no appre- 
ciable impairment of vision in some eases. In a four months’ baby, 
paralysis of the orbital muscles of one side appeared carly. 





PLATE IX. 





Cerebro-spinal Meningitis (Meningococeus), Rigidity of the neck, opisthotonus, characteristic 
position of the arms. Infant eight months of age, fatal issue. 
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type, and during a course of two weeks showed no rise of tem- 

perature above the normal. This is, of course, exceptional. Chills 

Pegs ae likely fo resin the course of the disease, and are fol- 
by sharp rises in temperature, 

Circulation.—The pulse is rapid and irregular, and the respiration 
as well as the pulse may be increased. Endocarditis, as indicated 
by the presence of murmurs, may exist. 

Paralyses,—Hemiplegia or facial palsy, partial or complete, may 
oceur, or there may only be weakness of dace and lower ex- 
tremities on either side, In the later stages of the disease there is 
incontinence of urine and feces. 

‘The respirations are shallow but increased in frequency, and are 
also ij , as will be seen by reference to the accompanying 
charts (Fi 44 and 45). In some cases Cheyne-Stokes breathing 
is present, owing to cerebral pressure. In other cases this is not 
gace yy nt during the whole course of the disease. As the end 

the respirations may cease before the heart ceases to beat 
(ventricular pressure). In the terminal stage the respirations some- 
times fall to 10 a minute and the pulse to 50 with the onset of 
general paralysis. 

In very young infants not only do the fontanelles bulge, but the 

sutures are forced apart, as in hydrocephalus. In cases of this kind, 
on tapping the skull a percussion-wave is felt. Macewen’s sign— 
a tympanitic percussion-note over the parietal or frontal bones (see 
page 260)—is also present in cases in which the ventricle is dis- 
tended with fluid. 

The spleen may be enlarged. 

The ear may be the seat of otitis and mastoiditis. Deafness may 
result, and the child may walk with a swaying, tottering motion. 

Blood.—There is leucocytosis at the height of the disease. 

Course and Prognosis.—After symptoms are fully developed 
in typical eases, the patient lies unconscious, the head is retracted, 
and in some cases the back arched. Delirium is constant. The 
neck is rigid. The patient cries out with pain when moved, or even 
when undisturbed. During the rigors the patient becomes eyanosed, 
the heart is feeble, and the respiration shallow and irregular. There 
is always progressive emaciation. In some cases an abortive course 
is described : after headache, fever, and vomiting, convalescence sets 
in and the patient rapidly recovers. Other cases result fatally in a 
few days. Some run a course of from eight to twelve weeks, and 
finally recover. There are few recoveries of children under two 
years of age. According te Hirsch, the average mortality in older 
children is 40 per cent. 

Recovery takes place without complications in some cases, but in 
others various cerebral lesions, such as idiocy, external hydroceph- 


alus, blindness, and palsies, are manifest, 

















X ALV1d 








196 THE SPECIFIC INFECTIOUS DISEASES. 


The treatment of cerebrospinal meningitis is symptomatic. The 
hair is cut short and an vr peas Paaeannp ripe e the 
headache and quiet delirium, n exudate is present, the patient 
is put on liberal doses of potassium iodide. Infants under a year are 
iven grain j rots | (0.06 or 0.12) three or four times daily. The 
ieted with potassium bromide combined with chloral 

convulsions, as a rule, are not severe, and require 
only ordinary dosage of the bromides and chloral. The bowels are 
kept open by the administration of calomel every few days. The 
fever, as a rule, is not continuously high, and is treated with spong- 
ing. Lf rigors occur with depression of the heart, warm baths give 
t relief. The patients are put into a bath at 105° F. (40.5° C.) 
five or ten minutes. The baths not only reduce the tempera~ 
ture, but also stimulate the heart. In extreme cardiac weak- 
ness small doses of camphor are indicated, In cases in which 
there are symptoms of cerebral pressure, such as extreme rigidity 
and opisthotonos, coma, delirium, bulging fontanelle, and chills 
and rises of temperature (suppuration), I perform lumbar punct- 
ure. By this procedure the cere pressure may be relieved 
for a short time, and the amount of purulent or bacterial exudate 
diminished, About 20 to 50 ¢.c. are withdrawn. In some cases the 
exudate is so thick and viscid that only a small quantity can be 
drawn off. The flow of fluid should never be aided by an aspirating 
syringe. In the imental laboratory punctate hemorrhages in 
the medulla and ve been caused in this way Days should be 
allowed to elapse before the procedure is repeated, and it then should 
be repeated only when there is an exacerbation of symptoms. It 
should be done as early in the disease as possible, and under strict 


antiseptic precautions, When properly performed, no ill results 
follow. 


irium is qu 


MUMPS. 
(Epidemic Parotitis,) 

Mumps is an infectious and contagious disease of the parotid 
gland, at times involving the other salivary glands as well as the 
testis or ovary. 

Etiology—Parotitis is endemic in large cities, and frequently 
becomes epidemic in schools and institutions where large numbers 
of children are congregated. It is most common among children 
of school age, because they are more exposed to infection than 
children at an earlier or later period of life. Girls and boys are 
attacked with the same frequency. It may occur in the newly born 
infant, The author has scen a case in an infant three weeks of age. 

The essential cause of mumps is unknown, Laveran and Catlin 
describe microcoeei which they found in the blood and in the glandu- 
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maxillary glands are also swollen, giving the whole face a rounded 


Fis. 47. 





Parotitis Involving the sutmaxillary glands, lateral view. Boy, four years of age. 


contour, In most eases the general condition of the patients is good 
and there is very little diseomfort. Other cases have considerable 
pain and constitutional disturbance. In all my cases there was 
distinct angina and swelling of the tonsils, In a newly born baby 
there was swelling of the tissues underneath the jaw and about the 
larynx, with croupy breathing indicating odema of the mucous 
membrane of the larynx. 

English authors have described cases in which the submaxillary 
glands alone were inyolved, the inflammation being strictly limited 
to the glands on both sides (Fig. 47). I have seen a few cases of 
this kind. 


__ 
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parent when after a few days it becomes inore troublesome instead 
of subsiding. After four or five days it may be accompanied by 
vomiting once or twice a day, especially if the paroxysm oceurs 
after meals, Examination of the chest may fail to reveal bronchitis. 
This, ‘ive sign is of great value. As the case passes into the 
spasmodic stage it is noticed that the paroxysms of conghing last 
longer, and that the child becomes red in the face and expectorates 
a larger amount of mucus than in ordinary eatarrhal conditions. 
This period of cough without a w' may last five to twelve 


_ regarded as a severe spasmodic cough followed by vomiting. Fever 
is present as a rule only during the first few days. It may be re- 
mittent and slight. If bronchitis complicates this stage of the dis- 
ease, there may be a daily rise of one or more degrees in temperature. 
Usually toward the close of the catarrhal stage the incessant cough 
= rea puffiness of the eyelids and slight edema of the tissues 


‘The spasmodic stage is (listinguished by the presence of the char- 
acteristic aie: The cough becomes of a more pronounced spas- 
modie type. e child has distinct paroxysms, which begin with 
an inspiration, followed by several expulsive explosive coughs, after 
which there is a deep, long-drawn inspiration, which is characterized 
by o loud crowing called the whoop. After one paroxysm has 
ended, it may be followed by a number of similar ones. When a 

roxysm is impending the face assumes an anxious expression, 
and the child rons to the nearest person or to some article of farni- 
ture and grasps it with both hands, The paroxysm is sometimes 
so severe that the child will fall prostrate or claw the air convul- 
sively, In the severest and most dangerous type a convulsion 
supervenes. In moderately severe types of the disease the child's 
face is red or livid, the eyes bulge, and at the end of the paroxysm 
a quantity of tenacious mucoid or mucopurulent sputum is expecto- 
rated. In other eases there is vomiting at the end of the paroxysm. 
Tn the intervals the face is livid or cae or the eyelids are puffy 
and the face edematous. In some cases there are punctate hemor- 
rhages on the face, especially about the eyes and temples. There 
may be chemosis of the conjunctive as a result of the bursting of 
bloodvessels. At this period there is in the majority of cases un 
accompanying bronchitis, with slight rise of temperature during the 
day. At first the paroxysms occurring during the twenty-four hours 
may be few; in some cases they never become frequent, but as 
a rule they increase in number, so that the patient may have from 
twenty to one hundred in the twenty-four hours, This stage grad- 
ually declines, the number of paroxysms diminishing daily in num~- 
ber and severity. They may subside suddenly or gradually after 
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lution takes place, other areas become consolidated, Emaciation is 
“sometimes extreme. 


Emphysema is frequently present. Bursting 
of the air-vesicles may cause pneumothorax, or air may escape into 
the mediastinum and thence into the neck and into the subcutaneous 
tissue of the whole anh 

xysm there may be epistaxis, con- 
otal be rng ect et ap from the ears, and petechie on the 


‘Nervous ee envi cto either general or localized, may 
complicate pertussis, In the former ease the outlook is grave, 
death usually taking place within twenty-four to forty-eight hours. 

Psycnoses, sae as melancholia and hallucinations, may compli- 
eate pertussis. Mo: |, hemiplegia, or para; ia, localized facial 
and oculomotor paralyses, sudden total refariyai deafness, cerebral 
hemorrhages, hemianwsthesia, and aphasia have been observed, 

Gastro-enteritis of a fatal type may ensue, 

An attack of pertussis may favor the invasion of the tubercle 
bacillus. This may have been previously present in the bronchial 
lymph-nodes or elsewhere in the body, or it may be received into the 
body during the attack or afterward, In such eases tuberculosis of 
the lung or other organs, such as the peritoneum, develops. 

—Lf a cough fails to improve and is especially harass- 
ing at night, Inter in the disease becoming paroxysmal, if the face 
becomes livid during the paroxysm, if the patient vomits after 
conghing, pertussis should be suspected and precautions taken to 
prevent its spread. As a rule, examination of the chest is nega- 
tive in the first stage. The absence of bronchitis and the presence 
of a cough of the character described, are characteristic of pertussis. 
The presence of the whoop dispels all doubt. 

Infants who have the incisor teeth and other children may, after 
the pertussis has lasted for a week, develop an ulceration” of the 
frenam of the tongue, which is called a dentition ulcer. It is caused 
by friction of the frenum lingua with the edges of the teeth during 
the act of conghing. These ulcerations are not diagnostic of the 
acme many cases do not show them, and on the other hand they 

ently oceur in coughs of other forms, 

Ea anctiitg seek and Prognosis.—The mortality of pertussis is greatest 

during the first year of life (25 per cent., Voit). Between the first 
and the fifth year it is about 5 per cent., and from this time to the 
tenth year, 1 per cent. (Monti). The oceurrence of pneumonia in 
children under two years of age adds largely to the mortality, 
Rachitis or marasmus will militate against recovery. Hygienic sur- 
roundings render the prognosis more favorable. 

Treatment.—Prophylaxis—The patient should be isolated, and 
should sleep in a large, well-ventilated room. During the day the 
sleeping-room may be filled for an hour with the vapor of formalin 
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word, the treatment of pertussis consists in applying the rules of 
hygi in mitigating the cough with antipyrin or preferably 
etchatand in supporting the heart with digitalis. The compli- 
cations should be treated on the prineiples laid down in the sections 
on Bronchitis, Pneumonia, and Pleurisy, 


Diphtheria is a contagious febrile disease which affects the throat 
and air-passages. It is characterized by the formation of a 
membrane on the Pee: pabeass The disease manifests itself by a 
local lesion and ptoms caused by the entrance of toxins 
and, Sarge reas daresay 

and Occurrence.—Although diphtheria is uncommon in 
the newly born infant, statistics of large numbers of cases show a 
certain percentage in these subjects ; thus, of 547 eases reported by 
Monti, the newly born number 24, and in Baginsky’s statisties 
several cases are noted. The disease is more frequent the first 
to the third month than from the third to the tenth month (Monti). 
The langest number of cases occur from the second to the sixth 

year (40 to 63 per cent.) (Monti, Baginsky). 

De hscadiag to Seitz, it is slightly more frequent among boys than 
girls, Strong as well as weakly children are attacked. Children 
who suffer from nervous affections, such as poliomyelitis, are more 
likely to contract the disease than others (Baginsky), All exposed 
to infection do not contract the disease, because some individuals are 
immune. Escherich and Fisch] have proved that the blood of con- 
valescents contains antitoxic elements, Cases of several attacks in 
the same individual are not uncommon. Racial peculiarities have 
no influence. 

Diphtheria is prevalent in all parts of the world and epidemics 
oceur at all seasons of the year. It is more common among the 
poorer classes, not on account of uncleantiness, but as a result of 
overcrowding. 

Contagion.—Diphtheria is contagious from person to person, 
and may be conveyed by any one who has been in the room oceu- 
pied by a patient with the disease. Mild eases may give rise to fatal 
cases, The disease is infectious, spreading through families and 
schools, and may be conveyed through the medium of toys, clothes, 
and in milk, 

Etiology.—The essential cause of diphtheria is a bacillus, the 
Bacillus diphtherie, which was first noted in stained specimens 
by Klebs in 1882. Léffler first isolated and accurately deseribed 
it in 1884. It is present in all eases of true diphtheria of 
Bretonneau. In the 3 per cent. of cases in which it is reported 
absent there is good reason to believe that failure to establish its 
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given the name pseudodiphtheria bacillus to another variety of 
ag but this term should be strictly limited to the form described 
above, 

General Infection with the Bacillus Diphtheri# alone and with Other 
Bacteria, The bacillus of diphtheria was first demonstrated by Frosch 
(1895) in the heart’s blood, liver, spleen, kidneys, and lymph-nodes. 
Since then, Kolisko, Paltauf, Schmorl, Booker, Councilman, Mallory, 
and Wright have demonstrated its presence in the blood and internal 


Fig. 
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Jand 8, Cultures of the pseudobacilus of diphthena on agar, showlng the ditiee char 
acter of Uh Growth of Bacillus diphtheris (Klebs-LOMer) on the same medium, 
Tt is a delica wih in colonies 











organs in futal cases of diphtheria. The work ef Councilman and 
his pupils is the most recent and complete on this subject. They 
show that the bacillus may occur alone or in association with strep- 
tocoeci or staphylococci in the blood, lungs, liver, spleen, and kidney. 
It is more likely to be found alone in fatal cases of uncomplicated 
diphtheria, The mixed infections with streptococci and other bac 
teria occur in diseases, such us scarlet fever and measles, which may 
mplicated with diphtheria, The investigators jast mentioned 
found endocarditis, bronchopneumonia, empyema, mastoid disease, 
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tion of new connective tissue, resulting in some cases in a fibrous 
myocarditis. These veticcps changes are due to the action of the 
een toxins on the heart-muscle. 
fhtal " oko states yo most common lesion in 
cases is a onia, neumonia never being 
present. The process begins in an infection. of the atria. The hac- 
teria found in the orice, and which are present independently of the 
copied of the lesion, are the pneumococcus (rarely), Streptococcus 
nes, and the diphtheria bacillus. Marvow-cells are found in the 
Bytlavi, and thrombi in the larger vessels. The lymphatics are 
dilated and contain fibrin and cells. 

The spleen macroscopically is normal ; microscopically, 
lymph-nodules are more Sate than is normal, and contain foe 
of epithelioid cells. The vessels are the seat of hyaline degenera~ 
tion, and in the later stages contain large numbers of plasma-cells. 
Some of the nodes may be the seat of necrosis and abscess. 

Liver.—The changes in this viscus are due to the action of toxins, 
and consist of parenchymatous degeneration and necroses, seen 
especially in the centre of the Iobules. ‘There is slight hyaline de- 
generation of the capillaries, 

Kidneys —There may be simple degeneration or acute nephritis. 
The severe forms of nephritis are found in the eases which are 
quickly fatal (Councilman). The interstitial and glomerular changes 
are more common in older children and in protracted cases, There 
is no specific form of nephritis in diphtheria, and all the changes are 
due to the action of toxins. 

Lymph-nodes.—The mesenteric lymph-nodes, the nodes at the angle 
of the jaw and in the retropharynx and @sophagus are enlarged, and 
may undergo necrotic changes (Flexner). Councilman, Mallory, 
and Pearce deseribe the changes in the lymph-nodes as being more 
marked in those nearest the lesion, There are congestion, hemor- 
rhages, and diffuse and circumseribed necrosis. In addition there is 
a formation of foci resembling miliary tibereles, and composed of 
epithelioid cells which undergo degeneration, forming granular de- 
tritus. Bacteria are not found in the nodes. The changes are due 
to the toxins. 

Nerves.— There are fibrillation, inerease of the cells of the sheath 
of Schwann, fatty degeneration of the axis-cylinder, hemorrhages, 
and nodular degeneration of the nerve-sheaths. In the spine there 
are infiltration of the meninges, hemorrhages, and degencration of 
the anterior horns. Degenérative oenlomotor changes are present. 
There are dilatation and round-cell infiltration around the eentrul 
canal of the cord. 

Stomach.—Diphtheritic membrane in the stomach occurring in 
eases of diphtheria bas been deseribed by Smirnow and Council- 


man. Of 220 cases reported by the latter, 5 showed the pres- 





PLATE XI. 





3. Tonsillar Diphtheria, w €& small patoh o en 
on the uvuis 

2 Tonsillar Diphtheria, with a patch of membrane on the 
pillars of the fauces 

BS. Acute Follicular Amygdalitis, which may be cdiphtheritc 
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the pneumonia resulting from the diphtheritie or sea ane ae 
den 


— complicating scarlet fever and elilan: Pru and 
orthrap have shown that the Streptococcus pyogenes is an active 
reve it. ‘The onset of a a licating pneumonia is ly 
by an exacerbation off dyspnea, fever, and cough. 
Ts prostration is also more marked. Auscultation of the inferior 
lateral or posterior parts of the chest on one or beth sides reveals 
the presence of bronchopneumonia ; while resolution is taking place 
in one part of the lung, other areas are being involved. Thus an 
apparent improvement may be followed by a rapid rise of tempera- 
ture, increased dyspnea, and rapid pulse, This form of broneho- 
pneumonia may be complicated by pleuritis of a serous, serofibrinous, 
purulent, or hemorrhagic type. 

Gastro-enteritis—In nurslings there is frequently a diarrhoea with 
Despite and vomiting. In some cases these eee may 

e severe. Extension of the membrane into the @sophagus, 
stomach, and gut may take place, with a fatal result. The cases of 
simple diarrhea are directly due to the swallowing of bacteria from 
the mouth and fauces. The diarrhea may be so severe as to become 
one of the leading features of the disease. 

Retropharyngeal abscess occurs in the tonsillar and pharyngeal 
forms of diphtheria as a pent of infection of the retropharyngeal 
lymph-nodes by’ stre 

Nephritis may be aes, slight, or severe. Baginsky found it 

nt in 42 per cent. of his cases. In the majority of cases of even 
mild diphtheria there is albuminuria ; in some the urine may, in 
addition, contain casts, blood-cells, renal epithelium, and leucocytes, 
showing grave lesions of the kidneys. 

Heart paralysis. Of greatest clinical significance is the cardiac 
diphtheritic paralysis, which may beeome apparent either early 
during the course of the disease or later on in convalescence. The 
early form may set in while the membrane is still visible in the 
throat. Tt ocenrs in the septic forms of the disease, These are 
the severe cases. The children show great prostration and apathy ; 
the pulse is rapid and irregular ; the heart-sounds, especially the 
musenlar sound, is indistinct; the pulse is feeble and flickeri 
there are vomiting and abdominal pain. These symptoms may 
repeat themselves in attacks, until finally the patient dies with all 
the symptoms of collapse, such as cool extremities and shullow 
respirations. In such cases there is, as a rule, a marked nephritis. 
Tn the late cases the symptoms of cardine failure appear from the 
second week of the disease to the seventh week of the convalesce 
The membrane has disappeared from the throat. There may 

no ) premonitory symptoms, or the ere may have bee nA slight blo 
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ee Pee oe a) theritic or itheritic 
scarlet Ae pen measles, Prudden and 


Northen es shown that the Streptococcus pyogenes is an acti 

e ‘0 an ive 
ena agent ‘The onset of a compli pheumonia eee 
i by an exacerbation of dyspnoea, fever, cough. 
Mell plagelaet cece oy marked. Auseultation of the inferior 

or posterior parts of the chest on one or both sides reveals 
the presence pf bronchopneumonia ; while resolution is taki 
in one part of the Jung, other areas are being involved, (nora 
apparent improvement may be followed by a rapid rise of tempera- 
ture, increased dyspnoea, and rapid pulse. This form of broncho- 
Et by pleuritis of a serous, serofibrinous, 
sree er ts oa 

Gastro-enteritis—In i ing is ttt with 
green stools and vomiti n some eases these symptoms may 
become severe. Picotto of the membrane into the oesophagus, 
stomach, and gut may take place, with a fatal result, The cases of 
simple diarrhea are directly due to the swallowing of bacteria from 
the mouth and fauces. The diarrhoea may be so severe as to become 
one of the leading features of the disease. 

Retropharyngeal abscess occurs in the tonsillar and pharyngeal 
forms of sean as a result of infection of the retropharyngeal 
lymph-nodes by’ streptococci. 

Nephritis may be absent, slight, or severe. Baginsky found it 
present in 42 per cent. of his cases. In the majority of cases of even 
mild diphtheria there is albuminuria; in some the urine may, in 
addition, contain casts, blood-cells, renal epithelium, and leucocytes, 
showing grave lesions of the kidneys. 
rac gece Of clinical significance is ue bepicee 
anti may become apparent either early 
~iteh poe e thdrontng a on in convalescence. The 
may set in while the membrane is still visible in the 
the forms of the disease. These ure 
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Bacillus diphtheria alone may cause all the he seigone Tu these 
eases not ated toxins, but the bacillus itself’ also enters the cir- 
culation, pharynx, tonsils, and nares are covered with a dirty 
brown or greenish membranous exudate. There is an ichorous dis- 
charge from the nares. The tonsils, pharynx, and lymph-nodes of 
the neck become necrotie. The membrane is discharged from the 
nose and mouth, The fetor of the breath is extreme, and the pros- 
tration correspondi great. The larynx, trachea, and lungs may 
be involved in the diphtheritie process, The pulse is weak and 
rapid. The temperature may not be above the normal, and in some 
cases may be subnormal. Acute nephritis may be present. In some 
eases hemorrhage under the skin and from the nose, mouth, bowel, 
and even kidney, may precede death. 

A few cases recoyer, but in them the neerosis of tissuc in the 
pharynx and larynx causes permanent defects and cicatricial con- 
tractures, Loss of the uvula and perforations of the soft palate may 
result from diphtheria in early life, 

(croup) is the result of the extension of a 
mild or severe tonsillar or pharyngeal diphtheria. There may be no 
preceding clinical manifestations. There are the rare eases of so- 
ealled ascending eroup, whose existence has not been wholly dis- 
proved, Cases are seen in which the most careful inspection has 
failed to detect preceding disease of the pharynx, epiglottis, or tonsils. 
Lastly, there is a elass of cases which occurs during convalescence 
from, pharyngeal or tonsillar diphtheria. 

The symptoms vary accordingly as the disease manifests itself’ 
first in the larynx or follows a localized tonsillar or pharyngeal diph- 
theria. In the latter case there may be slight redness of the tonsils 
or pharyngeal mucous membrane, or the parts above the larynx 
may show membranous deposits. In either case the laryngeal 
invasion is ushered in by croupy cough and stridulous or metallic 
breathing. The cough is harassing and persistent, and the stridor 
increases within twenty-four or forty-eight hours to such an extent 
as to be distinctly audible, and to give the impression that there 
is » mechanieal obstruction in the larynx. The breathing becomes 
labored, and there is retraction of the parts above the sternum 
and of the peripneumonic groove, especially at the epigustrium. 
Tu rachitic infants the sides of the chest and the epigastrium are 
markedly retracted at each deseent of the diaphragm. With increas- 
ing obstruction the face assumes an anxious expression, the lips 
become eyanosed, and the surface cool. The pulse is rapid—1Z0 
to 180. The fever may be high or low, The lividity of the face 
in the severer forms of dyspnoea gives place to pallor. The picture 
of laryngeal obstruction, with the stridulous breathing, increased 
respirations, and overaction of the accessory museles of respiration, 
is so characteristic as to be significant to even the inexperienced 
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the pneumonia resulting from the diphtheritie or iphtheritic 
—— complicating scarlet fever and measles, and 
orthrup have shown that the Streptococeus pyogenes is an active 


eausal The onset of a complicating pneumonia is if 
indicated by an exacerbation of ep may fever, pal ys : 
The prostration is also more marked. Auseultation of the inferior 
lateral or posterior parts of the chest on one or both sides reveals 
the presence of bronchopneumonia ; while resolution is taking place 
in one part of the lung, other areas are being involved. Thus an 
apparent improvement may be followed by a rapid rise of tempera- 
ture, increased N Wigeoa and rapid pulse. This form of broncho- 
pneumonia may be complicated by pleuritis of « serous, serofibrinous, 
purulent, or hem: ic type, 

Gastro-enteritis.—In nurslings there is frequently a diarrhaa with 

stools and vomiting. ae some cases these symptoms may 

« severe. Extension of the membrane into the esophagus, 
stomach, and gut may take place, with a fatal result. The cases of 
simple diarrhoea are directly due to the swallowing of bacteria from 
the mouth and fauces, The diarrhoea may be so severe as to become 
one of the leading features of the disease. 

Retropharyngeal abscess occurs in the tonsillar and pharyngeal 
forms of diphtheria as a result of infection of the retropharyngeal 
lymph-nodes by streptococci, 

Nephritis may be absent, slight, or severe. Baginsky found it 
present in 42 per cent. of his eases. In the majority of cases of even 
mild diphtheria there is albuminuria; in some the urine may, in 
addition, contain easts, blood-cells, renal epithelium, and leucocytes, 
showing grave lesions of the kidneys. 

Heart paralysis. Of greatest clinical significance is the cardiac 
diphtheritic paralysis, which may become apparent either early 
during the course of the disease or later on in convalescence. The 
early form may set in while the membrane is still visible in the 
throat, Tt occurs in the septic forms of the disease, These are 
the severe cases. The children show great prostration and apathy ; 
the pulse is rapid and irregular ; the heart-sounds, especially the 
muscular sound, is indistinct; the pulse is feeble and flickering ; 
there are vomiting and abdominal pain. These symptoms may 
repeat themselves in attacks, until finally the patient dies with all 
the symptoms of collapse, such as cool extremities and shallow 
respirations. In such cases there is, as a rule, a marked nephritis. 
In the late cases the symptoms of cardiac failure appear from the 
second week of the disease to the seventh week of the convalescenve. 
The membrane has disappeared from the throat. There may be 
no premonitory symptoms, or there may have been a slight blowing 
murmur at the apex. In their mildest form the heart symptoms 
appear in the second or third week. The heart becomes irregular, 
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preventing these paralyses. They oceur as frequently after its ad- 
mir ion as during the pre-antitoxin period. 

Tn the American Pediatrie Society’s tabulation 9.7 per cent. of the 
eases had paralysis; of these, 32 out of a total of 328 cases died of 


lysis. 
Henle cerebral palsy may occur in diphtheria (Monti, Levi, 


Disturbances of the sensory nerves also occur in diphtheria, such 
as perversions of the senses of smell and taste ; also anwsthesia of 
the rectum. e 

Psychical derangements such a= melancholia, have been reported. 

Diphtheritic Ophthalmia.—True diphtheritic opbthalmia occurs 
both as an accompaniment of diphtheria of the fauces and as an 
idiopathic affection. There are two distinct forms of pseudomem- 
branous affection of the eye. In the first, the Loffler bacillus is 
present, but in the second, or diphtheroid form, it is absent, and 
the streptococcus alone is found. Of the true diphtheritie form, 
one elass of cases has a mild elinieal course. In these the bacillus 
isolated resembles the pseudodiphtheria bacillus in not possessing 
virulent properties. In the other form of diphtheritic eye affection 
the membrane spreads rapidly and causes destruction of the eye. 
The diphtheritic invasion is ushered in with redness and chemosis, 
The membrane appears first on the palpebral conjunctiva, and causes 
marked swelling of the lids. There is little seropurulent discharge. 
Tn the ive form destruction and perforation of the cornea 
result. I have seen several cases in connection with fatal diphtheria 
complicating measles, and also cases in which there was no history 
of diphtheria in the patient or family. I have seen it occur as an 
idiopathic affection in nurslings. According to Baginsky, diphtheritic 
ophthalmia occurs in 3 per cent. of the cases of diphtheria, and is 
most frequent from the second to the sixth year. 

of the skin occurs when the specific bacillus finds 
lodgement in an abrasion or cut. ‘The membrane spreads over the 
wound and encroaches on the surrounding skin. 

Diphtheria of the vulva is met with both as an idiopathic affection 
and as a complication of true diphtheria elsewhere in the body, 
I have not found the Klebs-Léffler bacillus in a number of pseudo- 
membranous inflammations of the vulva and vagina in infants. Some 
of these cases show the presence of true membrane ; others begin as 
aphthous ulceration and develop membrane later. These cases are 
benign. The diphtheritic bacillary cases may be divided into two 
distinct classes according to their cansation, The eases of one class 
show the Léffler bacillus, but are benign in course, although I have 
proved by animal experiment the presence of the bacillus of diph- 
theria in virulent form, In the other class of cases there is extensive 
destruction of tissue, and sometimes a fatal result. Cases of this 
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aera trae pein frequent) of pseudo- 
truly diphtheritic ; these led oe dip theroid. 
3H she called pseu or diphtheroid. 
ee eases the Klebs-Latiler bacillus is not found, but strepto- 
cocci, staphylococci, and other bacteria are present. Some forms 
of diphtheria show at first only fibrinous specks on the tonsils ; in 
others there are small necrotic ulcerations on the tonsil, and in still 
others the diphtheria may simulate an acute catarrhal follicular 
amygdalitis or lacunar amygdalitis. These cases are not as infrequent 
as was formerly supposed. In the pseudomembranous and other 
forms of inflammation of the throat above described a bacteriologi- 
cal test should always be made. It should be practised as a routine 
procedure in all cases of angina. Cultures should be made in eases 
of laryngeal inflammation in which no membrane is visible in the 
fauces, If membrane be present in the fauces, and a culture tail to 
reveal the Klebs-Léfller bacillus, a second and even a third culture 
should be made, T have frequently established the presence of the 
specific bacillus in membrane in cases in which the first culture-test 
they negative. It ix not a reliable nor satisfactory method to 
pread membrane or secretion from the throat direct on a cover- 
io and decide from such a preparation the nature of the process. 
technique of falarfe-taste is searcely within the scope of this 
work. It is sufficient to state that growth ean be obtained within 
four or five hours if the eulture-tube is subjected to u temperature of 
100,4° to 102.2° F. (38° to 39° C.) in a small incubator, Other 
diseases, such as membranous forms of stomatitis, may simulate diph- 
theria, In these cases the culture test is the only positive mode of 
making a diagnosis, Certain forms of laryngismus stridulus resem- 
ble acute diphtheritic laryngitis, or a diphtheritie process may be 
t in the larynx in a rachitic infant subject to attacks of 
laryngismus. Cultures should be made in all such eases. 

In small towns and country districts the practitioner withont the 
aid afforded by laboratories will often be thrown on his own resources 
in making a diagnosis. In such cases the following clinical symptoms 
may be considered fairly presumptive evidence of diphtheria : 

The presence of membrane on a tonsil and a small patch, streak, 
or speck of membrane on the adjacent surface of the uvula or tip of 
the uvula ; a patch of membrane on the tonsil and an accompanying 
pateh on the posterior pharyngeal wall ; the presence of a eroupy 
cough and stridulons breathing with small patches of membrane on 
the tonsil or epiglottis, are all of much diagnostic value. The 
presence of albumin in the urine is of little value in making a diag~ 
nosis, as it may be present in non-diphtheritic affections and absent 
in diphtheria. Constitutional symptoms are only of corroborative 
value. It ix well known that the most virulent forms of diphtheria 
may at first be manifested by few constitutional symptoms. The 
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which appear later in the disease are also of a diphtheroid nature. 
True diphtheria inay coexist with scarlet fever Cecio. Exscherich, 
(aon Laser lates only a small number of’ cases. 
The appearance of branous exudate on the tonsils of 
a ene wich, measles should be led as diphtheritie until 
resin aan . The tis with croupy eongh and 
ing measles i is not, as a rule, diphtheritic. 
ia a adie vary with the age of the paticnt, 
whe and severity of the infection, and the extent to which 
organs ioe than the fauces and larynx are involved. Young in- 
fants, unless coming early under observation, give a high mortality 
rate. Septic forms of diphtheria are more fatal than those in which 
the process is a distinctly local affection. The mortality also varies 
with the nature of the epidemic. In Baginsky's statistics of 2711 
cases, the mortality from the sixth to the twelfth month was 52 per 
cent. ; from the second to the third year, 37 per cent., decreasing to 
8 per cent. in the tenth year. The death-rate is high in infants and 
children of delicate constitution and in those suffering from any 
form of dyscrasia, 
Pee ooh rian of diphtheria may be prophylactic, constitutional, 
Prophylaxis—The patient should be isolated as soon as the mem- 
branous deposit is detected. Other children of the family who have 
been in contact with the patient should at once be given immunizing 
doses of antitoxin, and the furniture of the sick-room, such as hangi 
and carpets, should be removed, only the most necessary articles Teine 
retained. ‘The room should be well ventilated. ‘The nurse should 
not come in contact with other members of the family, All ar- 
ticles of clothing worn by the patient should be dipped in an anti- 
septic solution (corrosive sublimate, 1 : 2000) before removal from 
the sick-room, The physician, before entering the sick-room, should 
cover his head with a cap and wear a long coat or bath-robe, which 
should be hung outside the sick-room., If i it is necessary for mem- 
hers of the family to enter the room, they should observe the same 
precautions, and on leaving the room they should gurgle or rinse 
the mouth with some mild cleansing solution, preferably of boric acid. 
A culture should at once be made. The swab should be rubbed over 
the tonsils if they are the seat of exudate; if the case is laryngeal, 
the swab is passed over the epiglottis and posterior pharyngeal wall. 
Utensils used in feeding the patient should not be used by others. 
The patient after convalescence should not mingle with other 
children until eulture has proved the absence of the Bacillus diph- 
therie from the throat. 
Constitutional treatment consists first in the udministration of 
diphtheria antitoxin. It is not within the scope of this work to 
enter into the details of the theory of action of this agent, which is 
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Move or Issection.—The syringe with asbestos packing should 
be used for making injections. Such an instrument is easily cleansed 
and boiled. I find the back just above the buttock the most con- 
venient location in which to inject. The child can be easily held if 
this site is chosen. The parts should be carefully cleansed, The 
injection is given in the same manner as a hypodermic injection, The 
parts should not be rubbed after the injection, and the puncture 
should be covered with a small square of iodoform gauze. 

Errecr or Ixaecriox.—There is a slight temporary rise of tem- 
perature following the injection. It is thought to be due to the 
entrance into the blood of the additional toxin contained in the 
antitoxin, This rise is sueceeded by a gradual or critical fall, which 
continues until the temperature is subnormal. The membrane ceases 


Fie. 53. 





Antitoxin syringe with asbestos packing; can be tiken apart and sterilized. 


to spread and exfoliates. In some cases these phenomena may be 
delayed twenty-four hours. The next day the pulse drops, the pros- 
tration gives way to a clear sensorium and good heart action, and 
sometimes the children sit up in bed and play with toys. The glan- 
dular swelling also diminishes markedly. In laryngeal cases if there 
hus been threatened stenosis, the symptoms retrograde. Of 258 cases 
of this kind, Baginsky saw fully one-half retrograde spontaneously, 
On the other hand, if the temperature persists high after twenty-four 
hours and the membrane continues to spread, the injection should be 
repeated, especially if the swelling of the lymph-nodes is marked and 
there are symptoms of septic infection. 

The effect of an injection of antitoxin on the blood is to diminish 
the number of leucocytes; just prior to the fall of temperature there 
is # critical hyperleucocytosis (Ewing, Schlessinger), Albuminuria 
continues, but this is also the case not only when no antitoxin has 
been used, but also in almost any infectious disease in which bacteria 
or their toxins cireulate in the blood. 
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necessity of careful general mat t of a ease by the physi- 
clan. The temperature is auatretled or modified by the ordinary 
hydrothera, procedures, Antipyretics of the coal-tar series 
should not be administered, as they weaken the heart. 

Tf signs of cardiac paralysis of the early type set in, full doses of 
the ae Pe remedies—iigitalis (if the pulse is rapid), strychnine, 
camphor, musk, and especially whiskey—are given. In order to 
guard against cardiac weakness in the later period of the disease, 
a cardiac stimulant, such as strychnine, is given in small doses 
throughout the illness and in convalescence. The patient is not 
allowed to sit up too early should signs of cardiac irregularity appear 
at the outset of convalescence. In all cases of diphtheria the utmost 
caution should be exercised in reference to the heart, 

The infant should not be nursed at the breast, lest the breast be 
infected. The milk should be pumped off and fed to the infant with 
a bottle. If there is diarrhea, the milk is suspended and the bowel 
irrigated. The milk should not be resumed until all danger from this 
source is past. I administer alcohol in moderate doses if the pros- 
tration, pulse, and temperature warrant it. Infants under a year 
should be given half a drachm (2.0) of whiskey every three hours ; 
infants more than two years of age, a drachm (4.0) at the same inter- 
vals, Diphtheria patients, especially those suffering from the septic 
form with constitutional symptoms, should be kept recumbent. The 
administration of remedies should not be foreed, for struggling on the 

of the patient may prove dangerous to the heart, During con- 
Paces Bre whiskey may be replaced by wine. In fan: cases 
strychnine in small doses (grain [0.0003]) should be continued 
for some time, in order to support the heart. I advise a return to a 
mixed nutritious diet in all cases as soon as the temperature is nor- 
mal ; in this way the effect of the toxins on the tissues is counter- 
aeted as much as possible. 

Some physicians still resort to the internal administration of 
corrosive sublimate in doses of grain ,}, (0.0006) or more, accord- 
ing to the age of the patient. It is given in the septie tonsillar and 
nasal eases, and also in the laryngeal forms of diphtheria. 

Local Treatment—The presence of bacteria other than the diph- 
theria bacillus around the local lesions necessitates the use of local 
cleansing and disinfecting measures. In very young infants the 
nasal discharges are washed away by means of a glass syringe with 
a blunt rubber tip. The infant is laid on the side, and the nurse, 
standing behind the patient, irrigates the nostrils with normal salt 
solution at 110° FP, (43.8° C.), as shown in Fig. 7, A pus basin 
is held underneath the chin. Older children will struggle, but by 
suasion they may be irrigated in the sitting posture. If there is much 
resistance, it is not desirable to insist on irrigation. In irrigating, 
the syringe should have a position parallel with the floor of the 
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Fra. 57. 





O'Dwyer tube, obturator, and handle. 


Fis. 58. 





‘The O'Dwyer extractor. 


Fia. 59. 





Gag of the O'Dwyer set. 
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palmar surface of the index fi 60), and the finger guides 
the tube over the epiglottis aod sae ink of the glottis 


revents its sli into the hagus (Fig. 61). The instru- 
es should pes be kept. inthe cake Ting The index 
finger holding the cpiglottis should be held well to the angle of 
the mouth, so as to obtain plenty of room, No force should be 
used, else false passages will be made, If the first attempt at 
introduction does not succeed, we should not persist too long, but 
remove the introducer rapidly. and give the larynx a few moments 
to recover its action, and then try again. As the tube passes into 
the chink of the glottis the handle of the introducer is elevated, a8 in 
Fig. 62, causing the end of the instrument to lie against the base of 
the tongue. The tube is released, the introducer and obturator with- 
drawn, and the index finger gently presses the head (Fig. 68) of the 
tube into the larynx. ‘The gag is withdrawn, and the silken thread 
passed over the ear of the patient and fixed back of the ear with a 
» piece of rubber plaster. Some operators remove the thread after ten 
minutes. The advantages of leaving the thread are that, should"the 
tube be coughed up in the absence of the physician, it can be recov- 
ered by the nurse. In extubating, it is an aid in removing the tube. 
No anesthetic is required, and ordinary assistance only is neces- 
sary. The air passing into the bronchi is moistened in its passage 
through the natural passages. The danger that food particles may 
pass into the larynx has been exaggerated. The detachment of mem- 
brane in front of the tube is very infrequent. Should it happen, 
and the membrane not be expelled on removal of the tube, tracheotomy 
is admissible if asphyxia is imminent. It sometimes happens that 
the tube is expelled many times after introduction. It should be 
reintroduced or a larger tube employed. 


Fic. 65. 
2 





‘The infantile eorare ta develes pet into the adult type at the age of nine years. 1 
Infant, three months of hires and a half years of age. 3, Boy, nine years of 
jargoment upward ot the “sbisionts and shaping ot, te arytenoid cartilages. 

iiomson aad and Turner, Brilish Mecioal Journal, December 1, 
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ae the cartilage. Granulations may form about the head of the 
In this cnt ten with built-up heads are used to press on the 

aetiests thos causing them to atrophy (Fig. 66), 

Feeding the patient after introduction of the tube requires care. 
Most infants will nurse with the tube in the larynx. In some there 

is considerable difficulty in swallowing. The 
Fic. t6. patient is taken in the lap of the nurse and fed 
with the head held « little lower than the body. 
Fluids thus cannot enter the trachea and cause 
prenmonia. This method of feeding was sug- 

gested by Casselberry, of Chicago, 
Treatment of the Complications —The treat- 
ment of the BRONCHO-PNEUMONIA which com- 
plicates diphtheria is similar to that employed 
in the treatment of the primary affection. The 
question of the further administration of anti- 
toxin always arises in these cases. I give 
it in full doses, since it is known that 
the Bacillus diphtherie is the causative fae- 

tor. 

0 I The GAsTro-ENTERrTIs which complicates 

Butlt-up tudes, diphtheria is apt to prove a very serious com- 

plication, It should receive the same treatment 
as a primary gastro-enteritis. 

Both the severe and the mild eases of vuLvovAGrrris should be 
treated with antitoxin. In some of the mild forms of undoubted 
bacillary origin which I have seen, the membrane was easily remoy- 
able. In these cases, contrary to the practice in the tonsillar eases, 
T remove the membrane with a spud wrapped with cotton, The 
bleeding surfiee left after removal is painted with a 10 per cent. 
solution of silver nitrate once daily, I have cured cases by this 
method alone. If there are extensive swelling, necrosis, and gan- 
grene, this method will be of no ayail, and antitoxin should be 
given in full doses, and repeated according to indications. 

Paratyses.—The treatment of diphtheritic and especially post- 
diphtheritie paralyses is at present largely empirical. The symptoms 
appear with the degenerations in full progress. Of all the remedies 
recommended, Fowler’s solution in tonic doses has seemed to give 
the best results. I have seen patients recover when given arsenic, 
nutritious food, and abundant fresh air. Hypodermic injections 
of strychnine are of questionable value. Electricity is of value 
as an adjuvant to massage of the muscles only in general paralysis. 
Tt is questionable whether in some cases it is not capable of doing 

t harm by tiring nerve and musele, T find that patients do very 
well with hydrotherapy and manual massage. In these cases the last 
reaction to reappear is the patellar reflex. 
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discontinued. An exception to this rule may be made in the sear- 
Jatinal form of diphtheroid, in which it is safe to wait for the result 
of the culture-test, unless it is known that the patient has been ex- 
posed to diphtheritic infection, In such a case antitoxin should be 
administered Sieh natly irwwrl gama the indications for treatment 
are the same as in true diphtheria. 


Serofulosis is a constitutional dyserasia which occurs chiefly in 
childhood, and is characterized by enlargement of the lymph-nodes 
and slow, sluggish inflammation of the mucous membranes, skin, 
joints, and bones. There is a distinct tendency to repeated inflam- 
mations from very trivial causes. 

Occurrence.—Scrofilosis is almost exclusively a disease of child- 
hood and youth, and is rarely seen after the twentieth year, Henoch 
and Birch-Hirsebfeld state that the majority of cases oceur between 
the third and the fifteenth year. Females are more frequently affected 
than males. Ruhl found it to be most common between the sixth 
and the tenth year. 

Forms.—Cornet and Ponfick recognize three forms of scrofulosis : 

a. The tuberculous form, which is practically identieal with 
cutaneous, lymphatic, and bone tubereulosis. 

6. The pyogenic form, in which the tubercle bacillus is absent 
in the lesions or products of inflammation, but which in its outward 
clinical manifestations closely resembles the tuberculous form. In 
this form the essential etiological factors are the Staphylococcus 
pyogenes aureus and albus and the Streptocoecus pyogenes. 

e. The mixed form, in which both the tuberele bacillus and the 
pyogenic bacteria are found in the lesions and products of inflam- 
mation, 

Etiology.—In considering the etiology of scrofulosis, it should 
be borne in mind that at the period of life during which the disease 
oceurs the lymph-nodes are not structurally fully developed, On 
account of this condition and of deficiencies of other tissues such 
as the skin and mucous membranes, bacteria obtain easy access 
through the skin, mucous membranes, and lymph-vessels even when 
there is no breach of continuity of surfice (Cornet), 

It is also true that certain individuals, once infected, show an in- 
herited predisposition to affections of the mucous membranes and 
other tissues. This does not mean that serofulosis as such is hered- 
itary, but that in these subjects exposure to the essential causes of 
the disease will result in permanently establishing the conditions. 

The essential causes of scrofuilosis are the tuberele bacillus and the 
pyogenic bacteria just mentioned. These bacteria are present in ill- 
ventilated rooms occupied by phthisical patients. Scrofulous infection 
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a eetaes ch tata places Later there are thickening of the nage 
and seropurulent exudate into the joint-eavity, with 
aaoke of the cartilages and heads of the bones, 
Olinical Picture—The patient is anwmic, 
‘but not necessarily emaciated ; vet paca gga glee ee 
panniculns of fat in the majority of cases. The face of some of these 
presents an eezematous or lupoid eruption, The li ris 
thick ; the conjunctive may be injected, and there may be bi 
or or phlyetena ci the cornea, Snuffles and nasul eatarrh or ae 
present. jority of the eis are janis brsaiets 
int Pe foe a adenoids and enlarged tonsils, In some there is 
chronic otitis with an offensive discharge. There is a fulness about 
the neck due to enlarged lymph-nodes, The body may present skin 
a seats in the form of ecthyma or varieties of eezema, The gen- 
rface is in other cases free from eruption, is pale, and hs a 
transparent, marblé-like appearance, showing the blue veins under- 
neath. Many of these patients give a history of chronic bronchitis. 
Tn others thet remains of old suppurations of’ the Iymph-nodes about 
the neck are seen in the form fe livid cicatrices, If the long bones 
of the extremities have been affected, the surface of the skin shows 
either old or recent bene sinuses. The symptoms in most cases 
develop first on the skin and mucous membranes; the lymph-nodes 
— enlarge, the boues and joints are next involved, and finally, if 
pags not progress favorably, amyloid degeneration of the 
diffceat organs and emaciation develop as a result of prolonged sup- 
puration. Tn all cases the changes in the lymph-nodes play a leading 
part, and are characteristic, 

Tue Sxrx.—In the tuberculous variety lupus is the most com- 
mon form of skin lesion; in another form there is the so-called 
serofuloderma of Besnier. Lichen serofulosorum, with the character- 
istic enlargement of the lymph-nodes, is another form of skin erup- 
tion, In the pyogenic variety eczematous and acneform eruptions 
are present. In such cases the skin is thickened as a result of 
chronic inflammations. There are suppurating rhagades around the 
eyes, mouth, and anus, and ecthymatous eruptions may be present 
on the tronk and extremities, A form of serofulous ecthyma, made 
up of purple painful nodules resembling erythema nodosum, has 

described by Hutchinson. Hebra bas described a prarigo of 
the scrofulous subject. 

Mvcous Mempranes.—There are ulcerations and chronic catarrh 
of the nasal and bronchial mucous membranes, and in some cases 
ozena of an atrophic character, These patients have adenoids and 
enlarged tonsils. The tonsils are favorite seats of infection, In 
other eases the posterior nasal and pharyngeal catarrh leads to retro- 
phary’ pygeal abscess, or caries of the spine may cause abscess forma- 
tions in the retropharynx. 





all 
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ity of 
feta etiank kere ty glen tea io eon i dpe . 
to acroupy cough, Pressure on macphage ine) (nee eee 


Ting eden sty retrograde to the normal lao (Weal) aa Bay 
ma’ or 
Sr Eeetk (Gud oo per Pks lots nicole or ore Ir 
they perforate into the pericardium, pleura, or mediastinum, inflam- 
mation peas alae 

cals aft of the eri may : (neoenee in or 


may eventually be destroyed. Suppuration of a chronic nature may 
as stated elsewhere, tend to pe 


There i is, in addition, a progressive anemia. The temperature 
is sometimes raised a half or three-quarters of a degree above the 
normal, at others it is normal. Exhausting sweats occur ; the dis- 
turbances of nutrition become in some cases extreme. There may be 
intestinal diarrhea, 

Course and Prognosis.—This condition is not necessarily fatal. 
Many cases make a good recovery under proper management. This 
is particularly true of the pyogenic form. e tuberculous 
a also retrograde if the disease be localized to certain lymph- 

les or bone foci. 

Diagnosis.—The diagnosis of the pyogenic form is made from 
the clinical history ; that of the tuberculous variety, either from the 

nce of the tubercle bacillus in the pus or lesions of the disease. 
There are mixed forms in which it is not always possible to decide 
whether the process is tuberculous or pyogenic. The clinical history 
and blood examination will be of service in differentiating serofi- 
losis from leukemia, pseudoleukwmia, and lymphomata of a 
nant nature (Plate XII.), In other eases the diagnosis from 
late forms of hereditary syphilis cannot always be readily made. 
The history of such eases is of importance. In many eases a 
resort to antisyphilitic treatment will be necessary to complete 
the diagnosis, 


PLATE XII. 





Multiple Lymphosarcomata as Differentiated from Scrofulous 
Lymphadenitis. Enlargement of the cervical, supraclavicular 
and axillary lymph-nodes. Child six years of age. 
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Tn a recent Blackader says that of 125 aut on 
tuberculous sikien Noting toad sac | in 88 135 opis on 
infection had occurred through the respiratory tract. In 3 cases the 
pathway of infection was the intestinal canal, and in 35 cases the 
primary seat of infection remained undetermined. Of 75 ise 
autopsies, Bovaird found the primary lesion in Sette 
ne hen in 60 ar English writers, according ig seb place 

vu ihe primary infection through the intestinal’ tract 
meee) Aghier Agate (25 to 80 pee ont.) than do American 
inv tors. 

, of Great Ormond Street, re seh following statistics of 
primary tuberculosis in infants and children 





German pathologists maintain that primary tuberculosis of the 
intestinal canal is rare. Marfan, the French pediatrist, places the 
frequency of primary intestinal tuberenlosis at 87 per cent. 

n general, it may be said that the avenue of infection in infants 
and children is through the respiratory tract. Infection through 
infected milk is now believed to be very rare, The importance 
of this mode of infection has been heretofore much exaggerated 
Blackader! 


Tao through mother’s milk has been recorded as oceurring 
in the newborn infant (Roger and Garnier). Heredity only creates 
predisposition to the disease, as it docs with adults. Dennig found 
that 58 per cent, of his eases of tuberculosis occurred in children of 
tuberculous families. 

Tnfection through wounds is very uncommon with children, be- 
eause they are not usually exposed to traumatism. It is not so 
likely to result in general tuberculosis as infection through the other 
channels, This is proved by the fact that in the adult so-called au- 
topsy tubercle rarely tends’ to general infection. Infants who are 
subjected to ritual circumcision are exposed to infection through the 
practice of arresting the resulting hemorrhage by mouth suction. 
T have seen eight instances of such infection. In these cases there 
is a primary enlargement of the inguinal lymph-nodes before the 
process becomes general. The vertebre may beeome tuberculous 
or meningitis of a tuberculous nature may result. 

Tuberculosis may be conveyed to the fetus either through the 
placenta, through the spermatozodn, or the ovum of the mother, 
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cause cl at ace ec adult In Hiematogenous infvc- 
tion percha of qamcecil tuberculous nodule 
into a bloodvessel, ohare Bg with infectious matter, or | 
by the eurying of minute emboli of this material to distant parts 


Shoe bronchial lymph-nodes, bone, and a ee eee also 

ri rise to infection of the lung through th pres 
etal bg by the infectious diseases in its a ees has 
ey mentioned. 

Morbid Anatomy.—The three principal forms of tuberculosis 
of the lungs which occur in infants and children are 

‘The miliary form, which is characterized by the eruption of miliary 
tubercles throughout the lung. The lung is on section found to be 
dark red, hyperemic, and to contain less air than the normal | 
‘The bronchial mucous membrane is hyperemic and covered vin 
blood and mucus. 

‘The cheesy or cheesy ulcerative form, also called florid phthisis, takes 
the form of cheesy lobar or lobular pneumonia, In recent eases the 
lung is grayish red, and there are areas which rapidly become cheesy, 
and are not encapsulated. These may coalesce, involving the greater 
part of a lobe in the process. Small cavities are frequent, large ones 
rare. The cheesy ulcerative form occurs as a result of the aspiration 
of large numbers of tubercle bacilli. 

The chronic form, which is a cheesy fibrous bronchopneumonia, is 
essentially a tuberculous bronchopneumonia. Round cheesy nodules 
are found surrounded by a fibrocellular zone resulting from the destrue- 
tion of extensive areas of Iung-tissue. The pulmonary pleura is 
thickened. The bloodvessels participate in the process. There is 
endarteritis with miliary tubercle in the walls of the bloodyessels, and 
there may be thrombosis, The tubercles may burst into the interior 
of the bloodvessels, The bronchi, trachea, and larynx may be 
affected. There are ulcerations of the mucous membrane and 
destruction of cartilage. The bronchial lymph-nodes or glands are 
enlarged and infected in most cases of tuberculosis of the lungs in 
children. Henoch has, however, shown that the bronchial nodes 
may be tuberculous and greatly enlarged without involvement of the 
lung-tissues. Northrup found the bronchial lymph-nodes affected 
in 125 consecutive autopsies. The whole node is converted into a 
cheesy mass, which may soften and break down, If there is a 
perforation into a bronchus, masses of bacilli may be diseharged 
into the lung. Perforation into the bloodvessels may also oceur, 
The nodes may form small masses or large mediastinal tumors at 
the root of the lung. 

ation.—The apices of the lungs of infants and children are 
not as in adults the region most frequently affected by tubereulosis. 
The first change may appear in the lower lobe or the lower portion 


_ 





ad In children above the fifth year its course closely ble 
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marked consolidation of the lung persists, with progressive emacia- 
tion, and eases in which auscultation reveals the presence of cavities, 
are certainly suspicious. There is no reliable method of deter- 
mining the nature of an acutely developing bronchopneumonia ; 


the exudate of a complicating pleurisy or empyema, is of diagnostic 
aid. The use of tuberculin as a diagnostic agent has not met with 
the a of the profession. 

existence of enlarged lymph-nodes in the mediastinam or the 
root of the lung is, according to some authors, revealed by symp- 
toms of pressure, Pressure on the bronchi may give rise to dysp- 
nea; on the large veins, to nervous congestion and eyanosis, or 
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Paversalota peeitontele. Female fay Jpenicn Ne Ten aya of ir. Sesser 
reached when the patient is first brought to the physician. The 
shows that the child has been for some time gradually losing 

i that the appetite is capricious, and that there have been 
al of abdominal pain. This pain may be localized or radiate 
from one point, may be constant, or may resemble visceral neuralgia, 
Sometimes there is no history of pain, but it may be detected by 
pressure on parts of the abdomen. There may be a slight rise 
of toward evening (Fig. 67); diarrhoea may alternate 
with constipation, The abdominal distention is the leading feature. Tt 
may take the form of a uniform ascitic accumulation (Fig, 68); the 
surface of the abdomen may be uneven and irregular, and tumors 
with eystic formation may be felt through the abdominal walls. 
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diagnosis is based on the slow and insidious onset, the 
abdominal pains, abdominal tenderness grr 3 
presence of ascites or tumor masses, ccetiption 








Tuberculous otitis, miliary form, female child, five years of age. jar contour of 
pied mage eves in Ue reculpbent it posture, showing: tenticins a Reece: 


idiopathic non-tuberculous peritonitis, eaution should be exereised in 
ing a diagnosis of simple chronie peritonitis. Absence of ema- 
ciation and retrogression of symptoms by no means prove that the 








(Acwe Internal Hydrocephalus; Basilar Meningitis.) 
Occurrence.—Tuberenlous meningitis has been Beaters in 
- infants een Sa: mond Peele), Barthez and Rilliet’ 
have seen eases in infants five months old. The tequeticy ote 
culous meningitis varies with the locality. Dennig places the fre~ 
quency of tuberculous meningitis among children who suffer from 
tuberculous disease at 60 per cent., while Medin found this form of 
S oyagteg 15 per cent. of tuberculous children. It is most fre~ 
in the nursing period ; 75 eae of all cases occur under 
te fh year, The carne year of infancy shows the greatest num= 
ber of eases (Steffen). It is more frequent among male than female 


Dncpatt and Morbid Anatomy.—Exposure to cold and trau- 
-tmatism predispose to the affection. In many eases there is, in addition 
cial meningeal disease, disseminated tuberculosis of the Inngs, 

a san liver, and peritoneum. In other cases the meninges are 
the e of the disease, only a few isolated el of Riper 
heing present elsewhere, as in the mesenteric or bronchial lymph~ 
nodes. It is rare to find the lesions confined to the meninges, 
and some authors deny the possibility of such a condition, It is 
not always possible to determine the primary focus of infection. 

The tubercle bacilli, which are the causative factors, may be 
carried by the blood (hematogen) to the meninges, and there give 
rise to a more or less extensive miliary deposit. ‘The original focus 
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PLATE XIII. 





Tuberculous Meningitis. Infant eight months of age. Stage of paralysis, left 
facial paralysis; lef lagophthalmus, bulging fontanelle, 


= 


2b4 THE SPECIFIC INPECTIOUS DISEASES. 


involved in inflammatory exudate. The tissue of the cord and the 
casos pla alameda degenerative processes. 

The symptoms of tuberculous meningitis cannot be clearly slas- 
sified according to stages. ‘There is an indefinite period of premoni- 
tory symptoms followed rather abruptly by manifestations of ecrebral 
irritation, and ending with a period in which pressure-symptoms are 
pronounced. As a rule, the disease is slow of development, although 
cases oceur in which the rapid malignant course simulates that seen 
in rapidly fatal cerebrospinal meningitis of the epidemic type. The 
disease gives a varying clinical picture in the different periods of 
childhood. The infant of from seven to twelve months refuses to 
nurse, has a low fever, and may have diarrhea alternating with 
obstinate constipation, The illness of an infant is often attributed 
to a fall occurring while it was learning to walk. A weakness 
of the extremities is thus indicated. The infant becomes indifferent 
to its surroundings and passes into a somnolent condition. Emacia- 
tion is progressive. Vomiting occurs once or twice daily, the food 
being ejected from the mouth after nursing without apparent effort. 
The vomiting may be followed by a convulsion, after which the 
infunt becomes unconscious. There may be strabismus, or rigidity 
of the extremities, or the extremities may be in constant motion of an 
automatic character. The convulsions may follow ene another with- 
out cessation, These symptoms may set in after a period of one, two, 
or five weeks of ailing. In other cases the infant may have suffered 
from a chronic otorrhca, although otherwise in apparent health. 
Suddenly, vomiting followed by a convulsion sets in. This convul- 
sion is the forerunner of symptoms, such as coma, which denote that 
the disease has become established without haying attracted the 
notice of the parents. In children of five years of age the symptoms 
are more marked. The child may have an attack of vomiting and 
diarrhea and apparently recover ; after a few weeks, during which 
there are irritability, loss of appetite, and progressive emaciation, the 
child no longer desires to be up and about, but lies quiet in its erib, 
with its head ina characteristic rigid position. It develops strabismus, 
becomes soporese, and cries out at night. This ery is sometimes piere- 
ing in character, and is the cause of much concern to the mother. When 
the symptoms of cerebral pressure are fully developed, the picture is 
in the majority of cases much the same, The infant after the first con- 
vulsion lies in a soporose or comatose condition, The eyes are open 
and there is a vacant stare; the selera may be apparent above the 
cornea; the fontanelle if still open is tense and bulging, and there 
may be horizontal nystagmus. The infant eries if disturbed, or may 
be indifferent to its surroundings. The pupils may be unequal in size 
and react to light. In one ease which I observed the pressure- 
symptoms were extreme. The infant lay on its back with rigid neck 
and arched back (opisthotonos), and emitted a piercing cry at in- 
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the premonitory stage. For 
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‘Tuberculous meningitis; eeneral miliary tubercnlosis; terminal stage; coma and paralysis. 
Roy, seven years of 


degree or two above the normal, intermitting to the normal or nearly 
so. In other eases it may be normal for days, then rise a degree or 
more, rarely above 103° F. (39.4° C,), and then full again to the 
normal. In cases in which there is a general miliary process the 
temperature mounts to 105°—-106° F, (40.5°-41.1° C.) or higher 
toward the close, The fatal issue in other eases occurs with a sub- 
normal temperature (96° F.,35.5° C.) lasting for a day or more be- 
fore death. If the case is a protracted one, the normal diurnal varia- 
tions may be reversed—that is to say, the highest temperature may 
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epi cerehrospi n 
sym develop rapidly. The fluid obtained by 
will show the intracellular diplococei even if clear. 










in tuberculous disease, are significant. 1 have, however, seen 
of tuberculous meningitis with leucocytosis. In the majority of 
cases of typhoid fever the history will be of service in connection 
with the roseola, the Widal reaction, the enlarged spleen, and the 
absence of leucocytosis. Diarrhasa muy be present in typhoid. 

Disturbances of the gut, uremia, and helminthiasis may present 
symptoms resembling those of tuberculous meningitis, but the symp- 
toms in time retrograde or are cleared up by a study of the case. 

T have seen otitis media in nurslings with very limited areas of 
bronchopneumonia, simulate tuberculous meningitis, In these cases 
the infants may have been ill for two weeks or more. They start 
from sleep, are irritable on awakening, and lose appetite. 

Tn one ease the ocular symptoms closely simulated those of tuber- 
culous meningitis. As a rule there are intervals during which the 
child is not only free from pain, but also has a normal temperature. 
At other times the temperature has a septic intermittent character, 
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ireumcision, and | vaceine virus, are all m 
the infant. Since humanized vaccine virus is no longer 
fi taotis of ‘Saiction bon beet eliciaioa, 
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ments by observing 7 cases of genital chancre. The ey mani- 
festations, such as gummata, bone lesions, joint-aflections, eye and 
symptoms, and cerebrospinal lesions, appear from five to 
ve years after the initial lesion, 

uired syphilis must be differenti- 
ated Pin the hereditary Rewer the disease. Hereditary or con- 

geni ilis early without an initial lesion, showi ing 
eral ae eich from fonr to six weeks after birth. Whe 
chancre is the first manifestation in acquired syphilis. In Fournier's 
, 42 cases the chanere appeared during the first year of life in 19, and 
ing the second year in 10 cases, ‘The snuffles, pemphigus, and 
psendoparalysis are not present in aequired syphilis. Secondary 
accidents, such om mucons patches or papules about the genitals, 
during later childhood are probably traceable to a post- 
rap dew Interstitial keratitis, bone syphilis, and eutaneous 
! stigmata are common to the hereditary and acquired forms of the 
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‘Child, three years of age. 


angle, and liar retroussé appearance is given to the 

Both bon: heeeiak carts laginous septa may be destroyed. ‘The halo 
organ i attend Soregiaer fess nose being wrinkled into three or 
more 


The long bones are especially affected by the accidents of late 
hereditary syphilis, the tibia being most frequently affected. ‘The 
lesion may consist in an osteoperiostitis, a gummatous osteoperiostitis, 

| or a osteomyelitis. * i Stee an 
iostitis is present, there are diffuse swelling en- 
ing of the Penths so-called sabre-like deformity (Fig. 74). This 
process may affect the long bones of the upper extremities. The gum- 

















miscarried may eventually give birth to a living infant which bears 
the marks of syphilis. As the virus becomes weakened, the mother 
may bear an infant to all appearances healthy. In the 

ety pregnant, the mother has shown no signs | 

ve syphilis. 

Tf the father is healthy at the time of insemination and the 
mother the subject of recent syphilis, the infant will be born syphi- 
litie. On the other hand, if the mother contracts syphilis after 
conception, the father at the time of conception having been healthy, 
the infant may or may not be born syphilitic. The nearer the time 
of the infection of the mother to the end of her period of pregnancy, 
the more likely is the infant to escape (Monti, Zeissel, Hutchinson), 
Such an infant if born healthy may become infected in the ordinary 
way from the mother after birth. 

A father who has passed through the secondary manifestations of 
syphilis may in the late secondary pe or tertiary stage fail to 
convey the poison in the sperma. The result will be an infant free 
from syphilis (Fournier, Neuman). Yet so far-reaching is the influ- 
ence of the syphilitic dyscrasia that such an infant, although born 
healthy and at no time showing signs of syphilis, may present certain 
signs, such us peculiarities of bone formation (teeth) traceable to the 
syphilitic virus (parasyphilitic). 

Exceptions to Colles’s law occur, as is to be expected, Fournier 
has recorded cases in which mothers apparently immune haye devel- 
oped signs of secondary syphilis after the birth of the infant. Finger 
has met cases in which tertiary syphilis developed in the mother sub- 
sequent to pregnancy without the occurrence in her of any of the 
signs of secondary syphilis. 

Of 218 mothers who had borne syphilitic infants, Mochsinger 
found 72 who were free from manifestations of secondary or tertiary 
syphilis although observed for years, 

Morbid Anatomy.—In considering the pathology of hereditary 
syphilis, Hochsinger divides the cases into four classes : 

The first class of cases die in utero before the eighth month, 
Autopsies upon such fietuses show general parenchymatous involye~ 
ment of the glandular apparatus with epiphyseal osteochondritis. 

The second class includes infants born living or dead before the 


























May ls ae oe or ote acces n 
EE caused by the dilated epithelial spaces of the fetal 
ymus, 


Bone-changes.—The bone-changes in hereditary syphilis occur 
incipally at that part of the bone between the epiphysis and 
tase ot in the a end of the ferour, tibia, and radius. In the 
e-change there is, according to Ziegler, little real 
nei Ther are irregularity in the deposit of lime salts 
and oo of gale In severe forms there is a 
true inflammatory process, In the vicinity of the joint-carti 
grayish-red, yellowish-white, or yellowish-green foci of pers 
are found. The irregular deposit of lime salts and the formation 
of ca pay Scag are evideneed by rae eli projections of mar- 
row-spaces into the adjacent proliferated cartilage. These give the 
eprayeeal junction a more irregular and widened appearance than is 
Sometimes separation of the epiphysis at the junction of 
the diaphysis occurs. ‘The above changes are frequent, although not 
constant. In the later stages of syphilis in children there are, as in 
the adult, caries, necrosis, and gumma formations in the long and 
flat cranial bones. 

_ Symptoms.—The symptomatology of hereditary syphilis varies 
ly with the class of cases. In some cases the fetus is expelled 
bearing the marks of fully developed syphilis in the shape of 

Cae hone, and visceral lesions. In others the infant is born living, 


PLATE XIV. 
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Congenital Syphilis. Showing nasal deformity 
Newborn infant. 












3 


fi 


Congenital syphilis: clreinate syphitide of the nose 


The papules occur on the forehead, palmar surface of the hands 
and plantar surface of the feet, and on the nates (Fig. 76). They 
show a distinct induration of the skin, are raised above the surface, 
and have a glossy, copper-colored appearance, On the nates or in the 
groin the papules may uleerate ; very rarely these form condylomata 
lata in the early periods of congenital syphilis. ‘The condyloma 
is a feature of the later period of this disease. Macules develop 
within the first three months of life, and from the sixth to the tenth 
week are associated with seborrhea, Infants thus affected are born 
with a peculiar anemia, in which the skin has a cadaveric hue, The 
macules appear on the forehead and face as copper-hued spots, which 
increase in number until the skin bas a general marbled appearance 
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Congent hilis: onyohia of Wthe nails: 4 ‘litis of thi ‘lan; the index finger. 
pal erptiis * ‘Tofant, Bren niente of eat: bd cara 


the organ. Hochsinger denies the occurrence during the narsii 
period of any authentic case of syphilis of the liver with iene 
ascites. 


Somma, Fischl, and Kohts have despribed symptoms of cerebral 

in infants that were subjects of hereditary syphilis. Con- 

ions, hydrocephalus, epilepsy, and paralyses have been traced to 

the presence of gummous meningitis or sclerosis. ‘That such changes 
occur as a direct result of syphilis at so early a period is doubted by 
Henoch. I have not seen manifestations of cerebral syphilis in 
infants. Henoch is also inclined to include Mracek’s cases of 
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‘Tuberculous affection of the bones of the hand simulating syphilitic disease. Child, sixteen 
months of uge. 





delicate throughout childhood. Rachitis and its sequel seem to be 
very prevalent among infants that are the subjects of hereditary 


The treatment of congenital syphilis may be cither internal or 
aeons or injections. I have found internal treatment to be 
the more sati: . The effects of the mercury are not so injuri- 
‘ous as is the case with the inunction methods. The drug employed 
was calomel in combination with the saccharated ferric carbonate 
(this was a favorite remedy of Widerhofer) : 





A of this size may be given every three hours or four times 
-aday, Some authors (Baginsky) prefer the protoiodide of mercury, 
! grain ¢ to 4 (0.01 to 0.03). If there is intolerance to calomel, 













twenty-fourth month, 

Rachitis is a common cause of delayed dentition. 
fed infants are backward in cutting their first incisors. 
common to see bottle-fed infants cutting the lower anterior 
at the ninth month. The infants may be in other respects 
Rachitis affects the teeth of the first dentition mostly, but may i 
the form and structure of the teeth of the second dentition, ne 
teeth of the first dentition in rachitis are easily broken and are 
unnaturally white. In many cases the anterior incisors show an 
incurvation on the lower cutting edge, which is often mistaken by 
the inexperienced for Hutchinson's deformity. The first teeth in 
rachitis are easily eroded. It is not uncommon to see a rachitie 
infant with its whole dental system in process of decay. The 
manent teeth present abnormalities in inordinate size and longitudinal 
furrows. 








Syphilis—The permanent teeth are affected by syphilis in a 
characteristic fashion. 

Hutchinson's teeth are so called because they were first described 
by Jonathan Hutchinson. They are the only teeth of the per- 
manent set which are pathognomonic of congenital or very early 
acquired syphilis (infancy) (Fig. 80), In a large experience with 
syphilis in infancy and ehildhood I have seen but few perfect examples 
of these teeth. The teeth presenting the deformity are the central upper 
incisors of the permanent set, and these only, These teeth show 
a central single, rather broad notch.” In this notch the dentine, 
lightly covered by enamel, is exposed. It is seen as a ridge in the 
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incurvation. The teeth are shorter and broader than is natural, 
and almost always have their angles sloped off. They are thus 
narrower at their cutting edge than higher up. ‘They are seldom 
or never of good color, and frequently are not placed quite straight, 


Fig. 80. 





Hutchingon's teeth in a boy, twelve years of age. 


but slope either toward or away from each other. Tecth which 
are the seat of erosion may resemble Hutchinson’s teeth (Fig. 81). 
Fournier has described teeth in the temporary set which closely 


Fis. 81, 


Prony 





Permanent teeth deformed through stomatitis in carly eolahens, resembling Hutchinson's 
teeth. Female cbltd, nine Soars of 


resembled Hutchinson's teeth. I have met an exquisite example 
of such teeth in an infant sixteen months old, the subject of 
syphilis (Fig. $2), 


Tn Hitic subjects we find the following deformities in the 
y ig 












280 DISEASES OF THE MOUTH. 





Dental Erosions.—The most important 
Sentral upper incisors of deseribed, affect central incisors. 
is erry si erosions give the teeth an incurvated a 

Child; sixteen months of age. pearance on their cutting edge. In 
incurvation is seen a crown 
ribbed in a longitudinal direction (Figs. 83 pes 84). The whole 
ne be mistaken for Hutchinson’s deformity. result from 
malnutrition or stomatitis with faulty formation of dentine and 
enamel deposit in the eruptive period of the permanent teeth. The 
first molars show very characteristic deformities, which Fournier 







Fic. 83, Fis. 84. 





Upper central incisors, with erosions not 
syphilitic Lower {nelsors, with erosions not syphilitie. 


Child, eight years of age. 


places next in importance to those of the Hutchinson teeth, but 
does not regard as pathognomonic of syphilis, although they are 
met in syphilitic subjects. This deformity of the first molars is 
shown in Fig, 85, taken from a child who showed other erosions, 
bat gave no history of syphilis. I have seen these erosions very 
well marked in children who had positive syphilitic manifestations. 
The top of the crown is constricted, and there appears to be a 
double crown. Erosions are also seen in the canine teeth, 

Microdontism.— The teeth are quite small, but if cared for remain 
perfect in shape, pearly and transparent, ‘They are seen in children 
whose parents may have suffered from syphilis. ‘The children may 
also have obstinate eczema of the anus (parasyphilitic), Micro- 
dontism may occur also as a result of any non-syphilitic dyscrasia, 

Dental infantalism, described by Fournier, occurs in children 
who are syphilitic. Small teeth presenting erosions are interspersed 
among teeth which are normal in size and shape. 


is 
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The infant may refuse to nurse, or if it does attempt to do so, 
a ee ee a ee There 
be intestinal disturbance, manifested by gteenich wine geet 
by infection of the gut by the bacterial flora of the ulcerations. 


Fre, 87. 





View of hard and soft valet. zaneray uleerations—so-called Bednar’s aphthe, The central 
‘k spots in the rapha are Epstein's pearls, 


Treatment.—The ulcer should neither be washed nor trauma- 
tized. The rest of the mouth and tongue should be washed gently 
twice daily with a saturated aqueous solution of boric acid. The 
uleers should be touched once or twice a day with a 10 per cent. 
solution of silver nitrate applied with a small piece of cotton on an 
applicator. 


SPRUE. 
(Thrush ; Muguet (Fr.); Soor (Ger.).) 

Sprue is a parasitic growth on the mucous membrane of the 
buccal eavity of the newborn or yery young infant. It may spread 
to the nose in cases of cleft palate ; in other cases it may spread to 
the pharynx, larynx, msophagus (Parrot), and even to the stomach 
(Parrot, Menoch, Northrup). The latter situation is not favorable 
to its growth. The parasite has been found in the movements of 
infants suffering from the disease. 

Nature.—Spruc is one of the mould fungi. Its classification by 
various authors varies with the species examined. Older authors 
classed sprue with the oidium as Oidium albicans. Rees, Grawitz, 
and Kehrer classified it as a Mycoderma albicans, consisting of 
conidia and mycelia. _Plaut classifies it as a common mould fungus 
(Monilia candida), 
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ive sublimate (1: 2000), Boe beste askd wll be found to 


_ Henoch describes cases of sprue of the stomach, ‘This is admit- 
tedly rure, and occurs in the form of slightly prominent plaques. 
Parrot describes sprue of the gastric mucous membrane as not infre- 
quent. 





TOXIC STOMATITIS. 


T have a number of cases of stomatitis caused by irritant 
i such as potash and ammonia. The children so affected had 





The symptoms were purely local. The mucous membranes of 























Tongue-tie. 

Tongue-tie is a condition for the relief of which the physician is 
frequently consulted. Some mothers will ascribe inefficient nursing 
to this condition. With a breast secreting sufficient milk tongue-tie 
would not prevent nursing. The existence of the condition is readily 
detected if the organ is bifid at its tip when protruded. The frenu- 
Jum will in such cases be seen to extend to the extreme tip of the 
tongue in a fan-shaped manner. 

Treatment.—The frenulum being membranous is easily divided. 
Tt should be caught in the bifid groove of the pocket-case director 
and made tense, and the membranous portion divided with a pair of 
round-ended scissors. The ends of the scissors should be di 
to the floor of the mouth. There is little bleeding. The infant 
should be placed at the breast directly after the operation, so that 
the act of suckling may stop the hemorrhage. 


MALFORMATIONS OF THE UVULA. 


The uvula is often bifid in infants. This condition is only of 
anatomical interest. There are cases in which the uvyula is relaxed 
and elongated. In one case, in a boy five years of age, the uvula 
was s0 Jong that it gave rise to an incessant night-cough. On ex- 
cision of the uyula the cough ceased. 


ACUTE RETROPHARYNGEAL ABSCESS. 
(Idiopathic Retropharyngeal Abscess ; Retropharyngeat Lymphadenitis.) 


The retropharyngeal space, according to Gillette, is the seat of 
several lyrph-nodes, which are intimately connected with the lymph- 
=vessels and lymph-spaces of the tonsils, and also with the system of 
lymph-vessels of the soft palate, these being also connected with the 
deep lymph-nodes of the face and neek. Processes such as eatarrhal 
angina, diphtheria, scarlet fever, measles, or any lesion of the mouth, 





gain access to the retropharynx either the tonsils or 
ee membrane of the abscess may 
thus be to any form of inflammation of these structures. 


type. There is some prostration, the infant does not nurse 

cries, and is frequently restless. Inspection of the throat on 
fourth or fifth day of a tonsillitis may reveal nothing except some 
swelling or edema of the posterior pharyngeal wall or of the 
pillars of the fances, no tumor being visible, After an interval 
of a few days, generally on the seventh or eighth after the initial 
symptoms, it is notieed that the voice of the infant has a nasal 
quality, that the head is thrown back, and that the breathing is 
noisy and nasal. Examination shows that the lymph-nodes at 
the angle of the jaw in front or behind the sterno-mastoid are 
swollen; inspection of the interior of the fauces shows a distinct 
swelling at the side of the pharynx loan. the tonsil and pillar of 
the faces of that side forward. On introducing the finger a tense, 
fluctuating swelling, which may reach downward toward the larynx, 
ean be felt. In other cases there is very little external swelling, 
and the internal tumor is situated nearer the median line, pushing 
the posterior pharyngeal wall forward. This swelling is covered by 
mucous membrane, is tense and fluctuating. If the tumor is allowed 
to increase in size, there is pronounced interference with the breath- 
ing. I have seen cases in rachitic infants in which the inspiratory 
sound was distinetly of a crowing character, showing incoérdinate 
action of the vocal cords. These cases show great prostration and 
feebleness of pulse. 

Course.—I1' not treated, the abscess may press on the larynx and 
cause asphyxia, or may burst spontaneously into the larynx, suffo- 
eating the patient if it occurs during sleep, or may burst into the 
ear through the Eustachian tube and discharge externally. All of 
these results are rare if the abscess is detected in time for incision. 

The diagnosis of retropharyngeal abscess is difficult to the be- 
ginner, but is simple after the observation of one or two cases, The 
quality of the voice and the cry are so characteristic that after being 
once heard they are unmistakable. The breathing also is typical. 
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i ies, and is best and drained from wi 
aetna ‘ opened without, as are 


Retro-wsophageal abscess is a rare affection of infancy and child- 
hood, Crozer Griffith has noted 15 cases in the literature. His 
own case was that of a child twenty-one months of age. The cause 
of the abscess was caries of the lower cervical and upper dorsal ver- 
The symptoms are obscure, and in the majority of eases no 
diagnosis was made, ‘The principal symptom is a harassing cough 
ra for several months, finally becoming croupy and brassy. 

n the final stage the dyspnea canses marked diaphragmatic retrac- 
tion of the lower part of the throax. There is no dysphagia and 
no such change in the voice as in retropharyngeal abscess. Inspec- 
tion of the throat may reveal a slight external swelling over the 
cervical or dorsal vertebra, 

Treatment.—If abscess is diagnosed or suspected, an incision 
ould mae along the esophagus, and the abscess drained from 

i outside. 


ADENOID VEGETATIONS. 


It is not within the scope of this work to give more than the 
diagnostic bearings of these growths as they occur in infants and 
children. On inspection, the posterior nasopharynx in the normal 
infant is frequently seen to be the seat of more or less adenoid 
tissue. The diseased condition is simply an exaggerated growth of 
the tissue which is normally present in this space. Clinically there 
are three distinct classes of cases that suffer from adenoids : 

The first class comprises those in which the adenoids cause few 
or no symptoms. The children when in good health breathe 
through the nose and keep the mouth closed during sleep. They 
are pecnliarly susceptible to slight colds or eatarrh, and when thus 
affected the tonsils enlurge, the nose becomes obstructed by secretion, 
there is difficulty in breathing, and the patient sleeps with the mouth 
open. On the subsidence of the inflammatory condition the normal 
status is re-established. The children are subject to recurrent 
attacks of tonsillitis, and with each recurrence the symptoms of 
adenoids become more marked. The patients contract obstinate 
eoughs which resist all treatment, and epistaxis occurs from causes 
apparently trivial. 

The second class of cases comprises those in which, in addition to 
the enlarged tonsils, there are enlarged lymph-nodes in various 
regions of the body. The patients are pale and present all the 
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pericarditis, chorea insaniens, and death within ten days. While 
such eases are exceptional, they teach the necessity of caution in 
deciding to operate upon the adenoids in chorea and heart cases. 


The tonsils are really lympb-nodes, as has been shown by Stohr 
and ee Tn severe forms of inflammation they are en- 
larged and so-called crypts become plugged with bacteria and 
the products of inflammation (leucocytes, fibrin, serum). The erypts 
a at the surface of the tonsil as yellowish specks. A catar- 
rhally inflamed tonsil may not show them at the surface, because the 
produets of inflammation do not coagulate, and are thus thrown off 
more readily. There is nothing specific about a lacunar or follicu- 
lar co ape It is only a clinical picture of the large class 
of catarrhal inflammations, in all of which the crypts and the 
tissue of the tonsil are infiltrated with inflammatory produets. 


Acute Follicular Amygdalitis. 
(Acute Catarrhal Tonsillitis ; Acute Lacunar Amygdatitis ; Catarvhal Angina.) 


Acute follicular amygdalitis is an infectious disease, communi- 
cable either through the secretions or by direct contact, as in the act 
of kissing. It oceurs both as a primary and as a secondary affection. 
As a primary affection, it occurs at all periods of infaney and child- 
hood, It was formerly taught that follicular amygdalitis was rare 
in infants. This is scarcely true, Of 1284 cases of lacunar amyg- 
dalitis, 333 occurred in infants under the age of twelve mouths, and 
76 from the first to the fifth month; of the latter, only 6 occurred 
in the first month, It is frequent in children from the second to 
the fourth year, but is more common after than before the fourth 
year. The tonsils are secondarily involved in the exanthemata— 
searlet fever, measles, and varicella—and in parotitis, influenza, pneu- 
monia, and pertussis. Tn all these affections they are red, swollen, 
and in some cases present the appearance seen in the typical lacunar 
type of the disease. 

Etiology. —The predisposing causes of catarrbal tousillitis or 
lacunar amygdalitis are exposure to cold, traumatism, and the swal- 
lowing of corrosive or irritant substances. The exciting causes of 
follicular or lacunar amygdalitis and catarrhal amygdalitis are the 
Streptococcus pyogenes, the Staphylococcus pyogenes, and the pneu- 
moecoceus, The diplococcus deseribed by Roux is alse found in the 
tonsillar crypts. 

Symptoms.—The affection rarely begins with a chill. The 
infant is restless, peevish, and wakeful at night; it breathes rapidly, 
and there are high fever and marked prostration. Nursing is in- 
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Months before the urine ceased to show evidences of the 
e n these cases the albuminuria may assume the so-called 


The of catarrhal Hi |, recovery 
sim) tonsillitis is 
taking Stet Orme ats « eDiteon 
a simple rcs formerly supposed. In infants and children this 
The physician should be watchful for possible 
earl ications ia sequele, such as otitis, retropharyngeal abscess, 
endocarditis, and nephritis. 

The diagnosis of tonsillitis is usually a simple matter. If an 
infant refuses the breast and the temperature is elevated, the throat 
should be carefully inspected. It is good practice to make'a\bac- 
teriological culture with the secretions from the throat, even though 
the appearances are not diphtheritic at the first visit (for technique, 
see section on Diphtheria). 

The treatment of acute tonsillitis i is symptomatic. 
with cold water or water at 85° F. (29.4° C.) containing a ake 
aleohol, will lower the temperature. A dose of quinine should be 
given twice daily, and if the lymph-nedes at the angle of the jaw 
are enlarged, cold applications should be made externally, Sprays 
are not required unless there is a harassing cough. Dobell’s solu- 
tion sprayed three times daily will relieve that symptom. In 
nursing infants the number of feedings by the breast or bottle is 
reduced. If there is disturbance of the bowel, a teaspoonful of eastor 
oil or grain 4 (0.03) of calomel, given twice daily, will empty the 
bowel, The infant is then dieted on albumin-water or barley- 
water, or a solution of acorn cocoa or beef-juice and barley-water, 
until the intestinal irritation has disappeared. A return to a 
milk diet’ may be made as soon as the movements become normal. 
Small doses of ferrie chloride have a beneficigl effect on older 
children. In mixture form it is an excellent local application 
to the tonsils. The custom of giving potassium chlorate in this 
mixture is now generally abandoned, the drug being highly irri- 
tant to the kidneys. In nursing infants ferric chloride causes 
diarrhea. For this reason it should not be administered to them 
for long periods. 


Herpes of the Tonsils. 


Herpes of the tonsils are small vesicular formations seen on the 
anterior pillars of the fauces, just in front of the tonsils. They 
occur in a number of slight febrile conditions, may accompany an 
angina of a simple type, and are part of the elinical picture of aph- 
thous stomatitis. The vesicles burst, leaving yellowish ulcerations 
of the size of a pin’s head and surrounded by a pink areola. They 
heal without treatment after a few days. 
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erman 5 PS ha so 
a onset oak 





= 





are 
fg hour are ay is not in the stomach con-_ 
eer meee, Ceara) reaction. When food is 


lore acid is normally | in the stomach of the in- 

fant ‘un Puteren, Wohlman) ; lactic acid only oer 
Heubner jee 0.16 to 0.2 pro mille of lactic acid 

feseesieratle amount of hydrochloric acid unites with the pera 

in of the milk, and is found as combined hydrochlorie acid. 

combination is no longer possible, the residue appears as 

nd by lorie acid. ‘The amount of free hydrochlorie acid 

the ntity of milk ingested, and varies from 

fo at" pro mi I have frequently failed to find it in “ 

contents of infants who are fed irregularly at fi 

eck Tn healthy breast-fed infants free hydrochloric acid : 

in from one and a quarter to two hours, and in bottle-fed in- 

fants in from two to two and a half hours after nursing, The effect 

of the lub-enzyme on the milk is marked in breast-fi fed us compared 
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‘The gall-bladder in the newborn infant is filled with a clear 


yellow seeretion. 

tapi nc rcohcatr aid os cin i ad pedonc re 
weeks the pancreatic probably no converting action on 
starch (Korowin), efaes -fourth day, Zweifel found a 
ferment in the panereatic juice of converting starch. This 
parc is su to be independent of any action of the intestinal 


enzyme invertin is found in the wall of the small 

nied and its inverting action on milk-sugar is apparent in the 

newborn infant (Pauts ree Vogel). Lactase capable of inverting 

lactose is found in the feces of the nursing infant (Orban), Milk- 

Hea Caray earliest infancy fully converted in the gut and ab- 
n. 

The Bevtigias—Aldieags the morphological and biological 
cbaracteristics of the bacteria of the mouth, stomach, and intestine 
have been extensively studied, little is known of their physiological 
effects on the food during its passage through the gastro-enterie 
tract (Czerny), 


CHARACTERISTICS OF THE STOOLS OF INFANTS. 


This subject has been treated in a general way in the chapter 
on Hygiene. In addition, it may be uoted that the movements 
of bottle-fed differ from those of breast-fed infants in that they are 
of a lighter color and in the main more bulky. In a perfectly 
normal breast-fed infant the movements may at times vary in color 
and general consistency. Gregor hax accounted for this by assuming 
that the stool of the infant at the breast will vary because the com- 
position of the nurse’s milk varies not only from day to day, but 
also at different hours of the day. The movements of the breast~ 
fed infant will thus at times contain small white or greenish eurds 
or watery elements without the existence of any disturbance of the 
general health. The character of the movements of bottle-fed in- 
fants will vary with the food taken. Infants taking a malted food 
will have movements that are dry and broken up into crambs, and 
have a distinct odor of malt. The feces of the breast-fed infant 
have a distinctly acid odor, while those of the bottle-fed infant have 
an odor of decomposition (Czerny). In general the feces of infants 
may be said to contain digested absorbable substances, indigestible 
substances, products of digestion and decomposition, anatomical 
elements of the digestive organs of the stomach and gut, cellular 
elements, and bacteria, 

Tf the movements of the breast-fed infant are closely examined, 
they are found to contain small whitish-gray particles, the so-called 
milk granules of Utfelmann. These were at first thought to be 


all 
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are much the same as those seen later in life. It is important both 
with infants and children to determine whether the symptoms are 


due to food or whether p food has for some reason 
age Hae infants are Mable to indigestion if the mill 
‘ extraneons substances, not necessarily toxie ones, 

A tae may have thrived for weeks on a certain food-mixture, 
when suddenly, “— apparent cause, symptoms of gastric dys. 
pepsia su] cases it will be fo found that the acidity of 
sagen aiakn gre riontrfen that the fodder of the cow has 


changed, 

Course —Ii' the giving of food is suspended and proper treatment 
instituted, the symptoms subside and the infint recovers, but if the 
exciting cause is not removed, more serious disturbance of the stomach 
and gut will develop. 

Treatment.—It is best both with breast-fed and bottle-fed infants 
to discontinue the giving of all food as soon as symptoms of' indi- 
gestion appear. ith the suspension of food the administration of 
a simple cathartic (castor oil) is all that is necessary, The infant is 
put for twelve hours on a solution of white of egg, and the breast 
pumped regularly every three hours to prevent caking. ‘The breast 
may then cautiously be exhibited. Stomach washing should not be 
resorted to, and the breast should not be denied for too long a period. 
Tf, on resuming breast-feeding, symptoms reappear, an analysis of 
the milk shonld be made. Its composition may have changed and 
too much fat may be present. We should not be hasty in taking an 
infant from the breast and placing it on the bottle on account of a 
few symptoms of gastric dyspepsia. Proper regulation of the diet 
and the taking of proper exercise by the nurse will frequently cause 
the desired adjustment of the constituents of the milk and the dis- 
appearance of symptoms. 


HABITUAL VOMITING OF INFANTS. 


By habitual vomiting of infants is meant the regurgitation of 
milk in the uneoagulated state shortly after nursing. It oceurs in 
infants in apparently good health, and is uot followed by loss of 
weight or disturbanee in the functions of the gut. Some infants 
vomit eurdled milk in the same manner, The cause of this form 
of vomiting has been variously explained. The simplest explanation 
is, that by slight pressure the food is forced into the wsophagus and 
thence reaches the mouth. It is a well-known fact that the stomach 
of the infant ean be emptied by gentle abdominal pressure. Another 
explanation is that on deep inspiration the negative pressure caused 
by descent of the diaphragm forces a certain amount of fluid from 
the stomach, which is almost vertical in the infant, into the wsophagus 
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in whieh there have: 
i . The mucous membrane of the pylorus is thrown into 
copa enter The lumen has in some cases been 






in vomiting of small quantities of milk after each ae 
few days all the food taken into the stomach pe pecaeSg the 
vomiting attacks increase in y. The vomited matter never 
contains bile-stained matter, At — it is less than or about 
equal in amount to the quantities ested at the nursing. At in- 
tervals attacks of vomiting ocenr during which more food is rejected 
than has been taken at the preeeding nursing. This proves that 
‘there is not only retention of food, but also lack of absorption by 
the mucous membrane of the stomach. 
‘The infants rapidly lose weight; the abdomen has a character- 
istic appearance in all the cases I have met. The abdominal walls 
are lax, the coils of gut can be clearly made out, and the peris- 
‘alkio movements are visible. In the epigastrium, just beneath 
the teeta is a large coil, and to the right of this a constricting band 
and what appears to be another coil, These are in constant peris- 
talsis. I have scen these coils in two cases, and in both they had 
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forcibly dilated with forceps, and the wound closed. The infant 
recovered. This latter is the only recorded case of recovery after 
operation. In view of this fact, I believe that with these weak 
infants every expedient should be tried before resorting to surgical 
intervention. 
ACUTE GASTRO-ENTERITIS 
(Summer Diarrhen,; Acute Gastro-enterie Infection.) 

Acute gastro-enteritis is a form of diarrhea usually accompanied 
by gastric symptoms. It is prevalent in the summer, but may also 
occur during the winter months, Bottle-fed infants are more subject 
to the affection, although it occasionally attacks infants at the breast. 
In institutions epidemics of gastro-enteritis occur in breast-fed in- 
fants. In large cities more than one-half the deaths among infants 
under the age of twelve months are caused by summer diarrhea, 
In Paris, Chaterinkoff found that of 20,000 children dying of 
cca ar a disorders, fully three-fifths were bottle-fed. This 

igh rate of the mortality of bottle-fed infants, as compared with 
that of breast-fed infints, is not alone due to the difference in the 
nature of the food ; no matter how carefully it is handled before it 
reaches the infant, milk passes through many channels, and in each 
of these it is exposed to infection. The intense heat of summer 
also favors the increase of infeetious agents. 

Classification.—The various forms of acute gastrointestinal in- 
fection may be divided into these whose source of infection lies out- 
side the body (ectogenous) and those in which the elements of 
infection are pre-existent in the body (endogenous). This  classi- 
fication (Eseherich) of the diurrhca of infianey is both practical and 
in accordance with the results of recent study. In the first class 
are included the diarrheas of toxic origin and cholera infantum ; in 
the second are included the diarrheeas which are caused by varieties 
of bacteria pre-existent in the gut, but which, in the opinien of 
Booker, Excherich, and Marfan, may under favorable conditions 
increase to enormous numbers and become virulent, According to 
Booker, no one specific miero-organism is the essential cause of 

tro-enteritis or acute summer diarrhea. Escherich has shown 
that the coli group may under certain conditions become virulent, 
Of the bacteria which are found in certain forms of gastro-enteritis, 
the Streptococcus enteritidis seems to have attracted the greatest at- 
tention. Booker first insisted on the importance and peculiar role of 
this micro-organism. He found these streptococei in great numbers 
not only in the stools of infants suffering from acute summer 
diarrhea, but also in the walls of the gut and in the various organs 
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er es chicane marie pg dea 
icial layer, the bacteria invade the mucosa in large numbers. There 
is reason to believe that the toxins generated by the bacteria in the 
jons and the way for invasion 


‘of the Iympl-shannels and blowdveres. | Bacterin are not always 
in lesions, a rule the ulcerations of the mucosa 
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cocci, 

Symptoms—In the mild form of teritis the infant is 
restless and cries at intervals because of colicky pains, It may pre- 
viously have been in good health, but with the advance of these symp- 
will also be noticed a slight febrile movement and a disin- 
clination to take the bottle or breast. Vomiting occurs utter feeding, 
the rejected contents of the stomach being eurdled and having a 
marked acid odor. In mild cases the vomiting is usually not severe, 
Tt may be repeated three or four times in the twenty-four hours, 
The movements are at first normal ; they afterward become frequent 
and contain whitish curds or greenish and white curds, are more fluid 
than is normal, and may have a very offensive odor. In mild cases 
there may be only two or three such movements in the twenty-four 
hours or they may number six or more. Later, the fever also 
becomes more marked, the temperature sometimes mounting as high 
as 103° F. (89.4° C.). If the feeding is continued, the vomiting 
persists. The infant shows little or no prostration. 

Tn severe cases the vomiting is marked from the outset. The 
infant not only vomits its regular food, but will also often vomit all 
fluid that is taken inte the stomach. The diarrhea is also more 
severe than in the mild forms. The movements are at first yellow 
or greenish and contain white curds, but as the disease advances 
they become more fluid, until in very severe cases only a greenish 
malodorous liquid containing small particles of mucus and fecal 
matter is voided. The infant has a febrile movement which varies 
from 101° to 108° F, (38.8° to 39.4° C.), and there is marked 
prostration. In the acute forms of gustro-enteritis there is con- 
siderable loss of weight; the infant becomes pale and languid, and 
the pulse is rapid and weak; the number of daily evacuations may 
reach twenty. In some cases the straining causes a descent of the 
lower part of the rectum, and the movements contain a slight 
amount of bloody mucus. The odor of the evacuation may not 
be offensive. If the patient improves, the symptoms retrograde 
—the vomiting becomes less frequent, the stools more fecal in char- 
acter and less numerous, and the fever subsides, If, on the other 
hand, the symptoms progress, the movements not only continue fre 
quent and fluid, but also blood and particles of mucus are mingled 
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first few have been passed, They are at first greenish, afterward 
becoming watery, resembling barley-water; they contain but a few 
flocenli of mucus, and may not have much odor. The ee is 
incessant, First the stomach contents are vomited, and finally a 
ish fluid. Within a few hours the infant is reduced to a con- 

jon of great prostration. The loss of weight is marked, even in 
the first twenty-four hours. The skin on the thighs is wrinkled. 

The fuce and trunk are pale and the face is drawn. There is 
fever to a marked (101°-103° F., 38.3°-39.4° C.), and 
the pulse is rapid and thready. Toward the close the movements 
are passed involuntarily, The whole picture is that of a choleriform 
disease. As the fatal issue approaches the eyes become sunken and 

y, the fontanelle is depressed, and the mouth is open. The eon- 

ition described elsewhere us hydrencephaloid sets in, Conyulsions 

and a rise of temperature (105° to 107° F., 40.5° to 41.6° C.) 
precede the fatal issue. 

Occurrence.—These severe choleriform diarrheeas resemble Asiatic 
cholera very closely, and should be sharply differentiated from severe 
forms of gastro-cnteritis. They ocenr in bhottle-fed infants under 
the age of two years, and chiefly in the months of July and August. 
Heat and infected food are the main etiological factors. A diarrhoea 
of a mild type is the forerunner in the majority of cases. These 
eases ure not so frequent to-day as they were in the days when 
infants were fed with decomposed milk containing bacterial toxins. 
This form of diarrhea must therefore be looked upon as a purely 


rag aster infection. 
tion and Prognosis.—The prognesis in the majority of 
eases of cholera infantam is grave. The discase is an exeeed- 
ingly fatal one, oecurring as it does for the most part in infants fed 
on the bottle and whose general condition is poor. Tt lasts for from 
twenty-four hours to two or three days. The rapidity of the devel- 
opment of the symptoms and of the fatal results precludes the possi- 
bility of any complications other than those due to the great drain 
on the system. The condition of hydrencephaloid is hardly a 
complication ; it isa terminal set of cerebral symptoms. Sclerema, 
mentioned by some authors, I have not met in true cholera infantum ; 
it is seen in the terminal stage of acute forms of gastro-enteritis, 
This form of sclerema affects the thighs at the upper and inner 

rt. It is deseribed in the section devoted to that subject. 

Kjelberg, Felsenthal, Bernard, Morse, and the author, found 
albumin and casts in the urine of children suffering from all forms 
of gastro-enteritis, acute and subacute, including cholera infantum. 
orse as well as the author found that the urine was concentrated 
and contained hyaline, granular, and epithelial casts, with leucocytes 
and blood and blood-casts. The albumin is rarely present to a 
marked degree. It is a trace or a distinct reaction. The urine is 


ad 


al 
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The milk of such a breast is pumped off, and an ris: is made 
to heal the ni in the manner elsewhere described. If there is 
caking of the the condition should be remedied before the 
infant is allowed to nurse. Abundance of fresh air and bathing are 
indicated in these infants as in bottle-fed infants. 

Sick Infants.—As soon as a baby shows signs of even mild dys- 

ia or gastro-enteritis the milk should be diseontinued, a simple 
tathartic given, and the infant kept for twenty-four hours on a 
solution of egg-albnmin. Vomiting which has occurred only once 
or twice does not call for active treatment, as it will disappear as 
soon as the milk is discontinued, After the bowels have moved, if 
the infant shows no exacerbation of symptoms feeding should he 
resumed cautiously, In this way a severe gastro-enteritis can be 
averted. If the food is not suitable, causing signs of dyspepsia 
such as colic, it should be changed if possible, else severer symptoms 
may result. If in spite of all precautions an attack of eae 
a develops, the patient should be treated on the following 
ines : 
ie The food is stopped and another of a sate character substi- 
tuted, 

2. The toxins are eliminated and the strength of the patient 
supported by the so-called mechanical methods, 

3. Drugs are used to abate the symptoms and support the 
strength of the patient. 

The milk, whether of the breast or bottle, is diseontinued, The 
infant is given a solution of albumin-water, acorn-cocoa, or beef- 
gs expressed and diluted with barley-water. A baby can be kept 

rdays upon these mixtures without any danger of reducing the 
strength. The white of one egg is equal in nutritive value to three 
ounces of breast-milk. It is digestible, and is well borne by infants, 
Albumin-water may be used alternately with the solution of acorn- 
cocoa or beef-juice and barley-water. To older children who are 
suffering from gastro-enteritis we may sometimes have difficulty in 
administering albumin-water or acorn-cocoa, Under such conditions 
I frequently resort to a dextrinized gruel or the so-called Liebig’s 
soup mixture which Keller advised, I find that after the acute 
symptoms are past, infants and children who refuse every other form 
of food will take this with eagerness. It may be given while the 
diarrheea is still in progress, but should not be given until the vom- 
iting has ceased. 

e cathartic given at the onset should be castor oil or calomel, 
grain s5 (0.03) doses twice or three times a day. Infants who are 
vomiting are given calomel in preference to castor oil. 

The Vomiting —If the vomiting is not severe and the case is 
under treatment from the onset, it is best not to wash out the 
Stomach at once. It often happens that the vomiting ceases as soon 




















( Enteritis Folliculavis ; Enteric Catarrh.) 
Enterocolitis is peculiarly a diarrheal disease of infaney and 
early childhood, It was formerly classified as a form of 
because in these cases the movements are tinged with blood and/enne! 
tain mucus. poms frig ot pels milder type, and 
toms to true dysentery. 

* Picea ie many of its features this affection resembles 
acute and subacute gastro-enteritis, It is prevalent during the sum- 
Bitar: aa occurs eb aay after the first year of life, and may 

or follow an ordinary dyspeptic diarrhoa, an exanthema, 

pertussis, or bronchopneumonia. Booker has has described the great 

number of found in certain of these cases. Finkelstein 

and Esecherich and his pupils have confirmed these results, and have 

in addition presented the view that these diarrheas are infectious, and 

may be caused by bacteria of the eoli group. The bacteria may be 

introduced from without, or the coli nism in the gut under cer= 

tain conditions may become virulent. be 9 reference to their origin, 

: these cases may be considered as bearing a relationship to cases of 

trne dysentery, from which with our present imperfect knowledge 
it is not always possible to distinguish them. 

_ Morbid Anatomy.—The mucous membrane is hyperemic and 

; in cases of long duration the mucosa is infiltrated with 

1 round cells, The follicles of the gut are enlarged and elevated 

the surface of the mucous membrane. The Peyer's patches 

are Sela and surrounded by a zone of hypenemia. The villi 

ated epithelium and infiltration of the walls with 

Saal, ‘round cells. The follicles are swollen, and at the surface may 


& MTT 

















not 
f peg mere toon ewe 
it ne ok gut from 
either in the drinking-water or in food, become : 
Among the other bacteria which have Saad’ ihund nal os 


are forms of st _ These 


iy 

t at the same tins, the rectal or sigmoid flexure alone, the 
g colon, the transverse or the descending colon only. In 
cases the disease may pass beyond the ilecssoal-yalvetebil 
fh Jone of le a oe are two forms which 
present separately or simultaneously in the same gut—the 
and the necrotic form, S 
n the milder prnesy form of dysentery the mucous membrane 

eikaerants and swollen, and the summits of the intestinal folds 
are studded with hemorrhages in small foci or streaks. The sub- 
mucosa is infiltrated with small round cells and the vessels filled with 
) The epithelium of the follicles is swollen and proliferated, 






























is covered with mucus containing leucocytes and blood-cells, The 
follicles are elevated above the surface, In other eases the intestine 
‘is studded with ulcerations which mark the necrotic follicles. The 
ulcerations reach to the muscularis mucose. If the process extends 
to the amet gat, the Peyer's patches are swollen and surrounded by 
ic Zone. 

the disease has advanced to the necrotic stage, the mucosa is 
thickened and infiltrated with round cells. There are areas of loss 
of tissne which extend deep to the muscular coat (gangrene). The 
‘mucous membrane is covered with a grayish exudate of a pseudo- 
membranous 





character. In severe eases large areas of the mucous 
membrane may neerose and be east off. The necrotic areas show 
‘an abundant inyasion of bacteria of the coli type, in scattered masses 











000) given low down twice daily cause pre 
is due to the presence of ulcers low down in 
oe subacte the enemata will often be fol- 








Amebie vey t is not, strictly speaking, a disease of ie 
Beces He tera by the Amebe coli of Léseh. 

eases reported arris, 4 were under ten years of age. Am 

ly published 5 additional cases, The etiological er 

coli, which are found in large numbers in the movements. 

merba, Chareot-Leyden crystals are found in most cases. 

ished by Amberg were of a mild type, and seemed in 

et to differ i in symptomatology from the form of the disease 

adult su! ‘There were diarrhea of a bloody character, 

Sedeaiicaned in some cases fever and prostration. As many as from 
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disco had suffered with colic, and bh 
i saremenia: Got birth ; there was an ileocweal in 







with a i i 
aa, day i Raa trateenestt operat 
a few cases there are no fecal evacuations, 


diarrhoea ; 
hemorrhages from the bowel, the infant at once going into coll 
: There is apathy, from which it is difficult to oc i ne ll 
the case continues to the movements become frequent, ex= 
haustion increases, a finally death from asthenia results. ‘The pain 
is great at the onset, usually reaches its maximum intensity within a 
short time, and then gradually subsides. It is of a paroxysmal char- 
acter i is colicky during the advance of the invagination; as 
adhesion takes place or gangrene occurs it diminishes. The intervals 
between the paroxysms of pain are at first of considerable length ; 
Jater become shorter. ‘The pain is most severe in the ‘leckeacal 
So estale in all forms cansed by irregular intestinal peristalsis. 
— Vomiting is not so amages a symptom as in other forms of 
75 per cent. of the cases it 
-eomes on early with or sirens, after the pain. It may not recur for 
hours. In a child taken with sudden pain of a colicky character, 
vomiting, and bloody stools, the vomiting recurred only twice within 
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¢ hand, if we study 
find that the operated on during the first day of the di 
ease had a mortality of 41 per cent.; those on the fourth day, 72. 
ed cent, The reducible cases showed a mortality of 38 per cent.; — 
irreducible, of 88 per cent. 
that, in children, a bloody discharge with abdominal pain of a 
aes nature is almost pathognomonic of intussusception. 
vomiting is of very little value as a diagnostic sign. Tt is 
ery infrequent, and is in any case present only late in the disease, 
gut has occurred. If enteritis exists in a 


‘not great; it is composed of blood-tinged mucus. Appendicitis 
has been mistaken for intussusception, It frequently occurs with 
‘it, and thus obscures the picture. Peritonitis can hardly be mis- 
taken for intussusception. In peritonitis the pain is continuous 
and there is tympanites, but no bloody discharge. Tuberculous 
ao is sometimes mistaken for intussusception. In tubereu~ 
Tous: itis the symptoms are not progressive, and also there is 
not likely to be a bloody discharge. 

The ease following typhoid fever, to which I referred, simulated 
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Method of examination of the region of the appendix vermiformis, 


‘The left palm is then placed underneath the right loin, and with the 
surface of the fingers of the right hand the region of the 
a is gently ted (Fig. 93), Superficial palpation is 
) at first. the hand is then depressed deeper into the iliac 
in seareh of resistance or tumor. The intensity of the pain 
caused by manipulation is carefully gauged by watching the face of 
‘the patient. e sik iliac region having being carefully palpated, 
-reetal exploration Id be made in all peso cases. This is 
neecssary in the cases in which a general tympanites or general 
abdominal tenderness makes the diagnosis difficult, With the well- 
oiled index finger of the right hand the rectum is explored as high 
up as possible, In young children this can be done without causing 
if jeness and caution are exercised. If children are very 

, this method of examination cannot be carried out. 
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100° F. (87.7° (C); the pulse in a child of eight years was 06 
and regular. ‘There is no vomiting and no prostration. ‘The pain is 
‘sufficiently severe to make the patient wish to lie down; it is not 


quite distinct. The cecum and appendix are felt to be matted to- 
gethe cases in which there had been repeated attacks extend- 


. Three 
| ai eae on 8 Fes Tears, Vere operated cpa 
mi ya ie ages 


- ¢atarrhal process. In one case the appendix contained a fecal cal- 


-culus, in another there were constricting adhesions. 
_ The treatment of both acute and chronic appendicitis in in- 


Coed ‘children does not differ from that followed in the adult 
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the patient is kept in the recumbent onabedpan. ‘This treat~ 
ment is frequently suceessful. In cases, the buttocks are drawn. 
together by adhesive straps and the child is allowed to pass move- 
ments thus strapped, Cocaine and strychnine are used beth in sup- 
positories and hypodermically, The protrading portion is painted 
with cocaine, measures have their fuilures and successes. 
The only satisfactory method is that first advised—of a strict diet, 
the recumbent posture at stool, and the astringent suppository. The 
Paquelin cautery is sometimes employed to cauterize the mucous 
membrane. The danger in this method is the substitution of a 
traumatic stricture of the anus for the comparatively harmless pro- 
lapse, Application of the pure stick of silver nitrate to the anus 
twice a week, has given good results. Ifa polypus of the rectum is 
the cause of the prolapse, the growth should be removed by surgical 


means. 
Fissure of the Anus. 


Fissure of the anus is seen in syphilitic infants, in those suffering 
from marked constipation, and in infants that have eezema of the 
anus. It may be the result of the repeated introduction of the hard 
nozzle of an enema syringe. The fissure may be so slight as to be 
only a line-like tearing of the mucous membrane, or may consist of 
a broad ulcer with a bard granulating base. 

Symptoms.—As a rule, the infants are constipated. When a 
movement is passed, the infant cries and there is great pain, A few 
drops of blood are passed on the diaper. 

Diagnosis The presence of a fissure of the anus sometimes 
escapes the notice of the physician. If there is a history of the 
above symptoms, the physician should place the infant on a table, 

p the buttecks with the palm of the hands and separate them 
foreibly with the thumb, The anus is thus everted, oe, if a fissure 
is present it will at once become apparent. 

Treatment.—A small fissure is sometimes very successfully 
treated by regulating the bowels. It is touched with a 10 per 
cent, solution of silyer nitrate once a day. In the severe cases 
silver applications will not avail ; foreible dilatation of the rectum 
by means of the thumbs must be resorted to. This procedure not 
only curves the fissure, but is also an effectual remedy for the accom- 
panying constipation, 


Spasm of the Anus. 


Cases of nervous spasm of the sphineter ani occur in infants, 
The infant is constipated and eries at each movement. There is no 
bleeding, nor does examination reveal any fissure, but only marked 
contracture of the anal opening. In these cases it is almost impos- 
sible in an examination to bring down the upper part of the anal gut. 
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Fremitus.—The method of obtaining fremitus nude 





region, 

Ne ee Limits of the Lungs.—In the mammillary line 
the right side to the sixth rib; in the mid-axillary line to the ni 
rib. iorly on the right side to the tenth rib; on the left 
to the eleventh rib. Thus the limits are practically the same as in— 
‘the adult subject TS hac 

The amount of lung-tissue above the clavicle cannot be mapped 
out in infants and children. 
of the Chest-wall.—The chest-wall in infants and 
children has a normal resiliency to percussion. The wall gives 
beneath the finger. This is a definite feature. In any disease of 
the chest which interposes fluid between the chest-wall and the lung 
this resiliency of the wall is absent. In infants and children, as in 
adults, there are normally : 

Pulmonary resonance ; 
Dulness varying to flatness ; 
Tympanitic resonance. 

Pulmonary resonance is lower in pitch than in the adult. Ante- 
riorly over the right infraclavicular region it is less marked than on 
the left side; the note is also slightly higher and of shorter duration. 

Dulness is found normally over the heart, liver, and spleen ; also, 
anteriorly on the right side from the fourth to the sixth rib. From 
the sixth rib to the borders of the ribs the note is flat. In the mid- 

line on the right side there is dulness from the fifth to the 
Y rib; from this point to the free border, the note is quite flat. 

















tok, balers factor 






coarse or intense in af rkasterig the expiration is 


ee pe pet which 

n seco! puerile breathing is that in rh 

Cae and aaa oe both oe an abated cures et it 
is that in which the inspira 

an sa, nate media 














the expiratory, coarse and puerile. 4 

hese types are found in infunts and children at rest. If the 
are caused to cry, both the inspiratory and the expiratory murmur — 
are of a coarse puerile quality, In some infants and children at 
rest, the i ination and expiration are vesicular as in the adult. 
Puerile breathing is frequently confounded with bronchial breathing. 
Tt is, however, never tubular in quality. Bronchial or tubular 
breathing is marked on expiration ; puerile breathing is generally so 
on inspiration. 

During auscultation the sides of the chest are always compared, 
On the right side, beneath the clavicle and over the spine of the 
scapula, the expiratory murmur is more intense than on the left side, 
This should be especially remembered in cases in which disease 
of the right apex is suspected. The quality of the breathing in 
these regions approaches the bronchovesicular. 

the respiratory murmar may be heard as far down as 
the level of the eleventh dorsal vertebra. In some children the 
sounds are not so intense toward the base of the lung behind as 
higher up in the chest. 

Bronchovesicular breathing is heard normally in the interseapu- 
lar pee in children as in adults. It has the same qualities as in 
the 
















Bronchial breathing is heard normally over the trachea and upper 
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Laryngeal dyspnea 
larynx. re nah gett fb prev tne 
dyspnoea, there is a distinct retraction of the tissues at the situation 
ee There may also be laryngeal or croupy 

While this is true in the majority of cases, I have also seen 
the retraction of the si ‘nal noteh, deseribed above, pres- 
ent in the later stages of severe forms of acute pulmonary disease, 
especially in children ; also in cases of emphysema in the asthmatic 


a hee nor srook pleura ail nereased 
ments. an t cause an ii 
niember of respirations ct ey flee red 
Peritonitic pain will also cause the respirations to become shallower 
and to increase in number. 
Pever will, especially in infants and children, increase the number 
iratory movements to 40 or more, without the presence of any 


Cardiac dyspn@a is seen in those diseases of the heart which 
cause a retardation of the pulmonic circulation, The aération of 
the blood in the capillaries of the lung is considerably pas 
with under these conditions. Mitral disease, stenosis, and regn 
tation cause dyspnea not only for the reason given above, but « aoc 
in the later stages, on account of the bronchitis which is the result 
fil the cardine disease, Anmmin of cardiac disease is also accom- 

a slight dyspnaa, which is expecially marked in children, 
exertion will sometimes cause angina and dyspnea in 
ie ek from a slight cardine lesion, 

Ascites and abdominal tumors, or enlarged organs, such as 
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infectious diseases, such as ia, searlet 
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Pathology.—The bronchi may be filled with a mucous, serous, 
pies. or ponbyparalare secretion, which is scereted by the epithe- 
of the mucous membrane and the mucous glands in the wall 
of the bronchi, In recent acute bronchitis the mucus is quite 
abundant. In the exudate on the mucous membrane of the bronehi 
and in the lumen, epithelial cells, leucocytes, and sometimes red 
blood-vells are found. The structure of the mucous membrane is 
infiltrated with small round cells toa greater or less degree. In 
some places the epithelial lining of the bronchi may be raised by 
exudate; in others there may be loss of the superficial epithelium. 
Tf the bronchitis Insts any length of time, there may be atrophy of 
the structures of the mucous membrane. In the severer forms of 
bronchitis which affect the smaller bronchi the peribronchitic con- 
nective tissue is infiltrated with small round cells. Tn these cases 
there is an inflammatory exudate in the surrounding alveoli of the 
_ There is then peribronchitis or bronchopneumonia, 
. —In some cases the infant or child suffering from 
acute bronchitis will have a simple angina as an initial symptom, 
‘There is mild redness of the fauces with a slight rise of temperature 
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sonorous i capillary bronchitis, wi 
the suberepitant riles there will be rales of much finer au 
sembling crepitant rales. The latter, which are unmistakable, 
heard on teeta and appear to indicate areas of peribro 
fr af ro In newly born and weakly infants there are, in this. 
bronchitis, areas in which the air is not heard to enter the 
(atelectasis). 
treatment of simple acute bronchitis should be supporting 
and expectant. Tf the cough is harassing, a mild opiate mixture in 
combination with a small quantity of ipeeac may be given. The 
following prescription has been found useful : 














preston every three hours. 


The patients are allowed to be in the open air in fine weather, and 

the room should be well ventilated at night. In eases in which there 
relaxation of the mucous membranes, a dose of strychnins 

tl ahr (0.0003), may be given three or four times daily. 

is wf warmly clad, and wool is worn next the skin. 

Douching with cold water is to bavavoided in aoate oises:. ‘The oll 

silk jacket may be worn, but it has no special superiority to warm 
Applications of oil to the chest are of no value. The 

drags of the coal-tar series (antipyrin or phenacetin) should not 
be used, except that one dose may be given at the very outset to 


a 








relieve restlessness or headache. ‘The bowels should be relieved by 
means of calomel or a saline cathartic. 


Digitelie in ths: furin of Hnolate de:Uhe tanat maelhl semady- Steve 
nine, caffeine, camphor, and musk in form of powder, all have 


‘The temperature, as a rule, needs no treatment. With older chil- 
dren, if the secretion is very profuse, carbonate of guaiacol is exceed- 
ingly useful and gives much relief. 


FIBRINOUS OR PLASTIC BRONCHITIS. 


This is a form of bronchitis in which membranous masses or 
fibrinous exudate are coughed up at intervals, These masses may 
have the exact shape of the bronchi, or may consist of shreds or 
iirc erga i r ae 

Etiology.—Bronchitis of this form complicates diphtheria 
pneumonia, and also occurs in the acute Rriasengr 
scarlet fever, tuberculosis, erysipelas, typhus and typhoid fevers. 

and Jungs, and may result 
from traumatisin through the inhalation of poisonous gases. The 


Morbid Anatomy.—The casts which are coughed up are eylin- 
drical in shape and brah i the fra he lr ao sar 
bronchi. The larger ones tnay be hollow and cylindrical, while the 
smaller ramifications may be solid or thready. In other cases the 
whole cast is solid ; coal aib-tebbies may be confined in the fibrin- 
ous cylinders. The casts may be 10-12 em. in length, the extremi- 
ties being nodular, thready, or flat. Under the microscope the easts 
are seen to be formed in layers ; in the centre of the oldest layers are 
found epitheliam of the bronchi, leucocytes, and bacteria. Spirals 
formed of fibrin are occasionally found in the expectorated masses, 
especially in the diphtheritic, pneumonic, and the so-called idiopathic 


cases, 

Symptoms.—aAttacks of Dyspnea. —This form of bronchitis is 
characterized by attacks of dyspnea and coughing. During the 
attacks clots of purulent fibrinous masses are expectorated, some- 
times with a slight amount of blood. In spite of the expectoration 
of blood there are no signs of tuberculosis, The presence of blood 






Todide of potassium is of value in 


diphtheria is present, the antitoxin is given. 





EMPHYSEMA AND CHRONIC BRONCHITIS OF THE 


LUNGS 
Frequency.—Emphysema is a condition frequently seen post-— 
mortem in the paige infants and children * No dis- 


in 
ease of the lungs runs its course without causing some emphy- 
‘ The ition is much more common in children than in’ 


sema. 
adults, beeanse it is favored by the peculiar structure of the lung 


of infants and children retrograde, allowing the lung to return to: 
its normal state. Otherwise emphysema would be more common in 
adult life than it is. Clinically, emphysema combined with various 
forms of pulmonary disturbance, especially bronchitis, is very com= 
mon in infants and children. My experience in this respect confirms: 
that of Steffen and Osler, It seems to be common to certain elasses 
of children, especially those of rachitie tendencies. 

Morbid Anatomy.—Steffen has made a very careful study of 

ological condition in emphysema of the lungs of ii 

and children. The thorax has not the typical barrel shape seen in 
the adult, and occasionally found in older children. In younger 
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hildren, especially in those with rachitis, the sides of the lower por- 
tion of the thorax are incurved ; ee a ee the thorax in 
fro mrt the claves Lie sripwe ov LOH ca 
chest, the lungs are ; inflated, to retain their form, 
and to'show along the situation of the vibs a series of indentat 


due to The ‘ions may be denser than those 
don pene ee ee ee 
vesicular emphysema, air-vesicles may into one another, 
giving rise to sae-like formations communicate with a 


us. Some of the air-vesicles may rupture into the subpleural 
bods gee Rall bene ha Sotipere or 


hontai sy dilated, and the li and kidneys dyigh ater 
This is due to the temporary Sabite of ska pred 

trachitis, and laryngitis may exist as primary or secondary condi- 
tions. It is not possible to consider emphysema in infants and chil- 
dren as an isolated condition, Since it is most frequently seen in 
pronounced bronchial affections, it will be convenient to consider it 
in connection with bronchitis, 


Wepleermt tenet nee hk rhinitis and also 
or enlarged tonsils. In the i is between attacks 

of acute bronchitis, the patients do not seem to suffer much con- 
distu ae S in the 
respirition except it assumes a noi % isa 
Pe ee a, 7 ba at b ‘The infants 


a time, 

einer teh ti ceed fo ovat in HERO Gee Sha es twelve 

abnormally full. The upper eostosternal region is high 

and the intercostal spaces are filled out. In milder cases there are 
no signs to be detected on inspection. 

Palpation—There is distinct rhonchal fremitus felt anteriorly and 

posteriorly, 

wil be emphy there have ae number of acute attacks, there 

be emphysema of a — © type, giving a hyper-resonant 

In a ec el i tc Seog is apt to be 








Sere ered be ly free from signs of bronchitis, 
ion of this kind is apt to be left in the lung after a severe 
attack of pertussis. The infants or children may bear the marks 
of rachitis, and are usually amemic. In the intervals between the 
acute attacks of asthma, the general condition is good. There is ne 
fever; there may be dyspnea on exertion. An attack of asthma is 
Precipitated by exposure to cold or wet. During the attacks infants 
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rae attack of so-called asthma will develop, with 
all the physi ven below. The onset of the attack 
signal a slight rise of temperature, 100° to 11 


frothy tion. 
onchal fremitus and faint cardiac impulse. 
Percussion gives a vesiculotympanitie or hyper-resonant note over 
the whole chest, and cardiae dulness and diminished by 
the emphysematous lung. 
Auscultation gives a prolonged expiratory murmur and sibilant 
feeble, 


Between the attacks of dyspnoa the chest retains the above forms. 
There may be a slight constant dyspnca or none atall. The patient 
feels quite well, and does not complain of the dyspnaa., The heart 


apex-impulse is diffused. 
Palpation gives little or no rbonchal fremitus. Perenssion shows 


a note h t, but not as markedly so as during the par- 
ange atte Cardiac relative dulness is obscured by the 
presence of emphysema. 
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Emphysema of lung; boy vight years of age; burrel-shaped thorax. Same patient as Fig. 96. 


rachitis und lymphatism which exist in many of these cases. 
of these forms of chronic bronchitis disappear ultimately ; the emphy- 
Sematous form may persist into adult life. 

. The treatment of chronic bronchitis is directed toward improv- 
ing the general tone of the economy and also the musculature of the 
heart. It must be assumed that in these cases the heart as well as the 
other organs suffers from a lack of power, to which may be attrib- 
uted the relaxed condition of the cirenlation in the mucous mem- 
brane of the bronchi. Life in the open air, hydriatic treatment, and 
heart tonics, such as strychnine, will have beneficial effects, The 
mucous membranes are benefited by preparations of iron which con- 
tain iodine (syrup of the iodide of iron), freshly prepared and given 


lm, 


is certainly a diminished resistance of the walls of the bi 
inroads of inflammatory processes. In order to explain the 
formation of these cavities, Hoffman has assum 
the lumen of the bronchus (as shown by Frinkel and Licht 
must be produced by inflammatory gape and that ander t 
conditions the repeated attacks of coughing produce dilatatio 
Such stenosis may have its origin in a peribronchitis or a pneu 
monia causing thickening of the wall of the bronchus. Pleurisy, 
chronie pneumonia, croupous or catarrhal, syphilis, and foreign 0 
lodged in the lumen of the bronchi may be the direct cause of a 
bronchiectasis. Finally, there are the forms of bronchiectasis called. 
primary, because their etiology has not as yet been explained. 
Symptomatology —The symptoms include expectoration, a 
cough, dyspnea, deformity of the ehest, and fever. 
Expectoration—There is expectoration of a mucopurulent ehar- 
acter, which cannot be differentiated from the expectoration of 
some forms of bronchitis. In other eases, large quantities of a fetid, 
purulent material are expectorated. This expectoration may at 
times be mingled with streaks of blood, or there may be a distinet 
hemorrhage. In some cases there is a fatal hemoptysis. Some- 
times the sputum is profuse, exceedingly fetid, fluid, and purulent, 
and will on standing separate into a serous and a purulent portion. 
The cough may be occasional or, if the bronchicetasis exists in 
the apex of the lung, incessant. It is apt to be more marked in the 
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Showing bronchfectatiq cavity in case of apa eight years of pagy, with signs as noted Im 
EXE. 


The physical signs in all of my cases included a localized area 
of dulness or flatness, over which there was bronchophony and bron- 
chial breathing, in some eases with gurgles. Above this area, over 
the base behind, there was on percussion a tympanitic note, indi- 
cating the enlarged bronchus containing air, Tuberculosis is 
excluded by the absence of tuberele bacilli in the eputam, but bron- 
chiectasis and tuberculosis may evexist, In most of my cases there 
was a history of an antecedent attack of pneumonia, Exclusion of 
abscess of the lung is very difficult in severe cases in which the 
quantity of sputum is excessive. The bronchicctatie cavity in these 
cases is very large. With the bronchiectasis, there may be diffuse 
bronchitis and emphysema of the lung. 





Pneumonia of the upper poo ieee ae c 
in adults. According to J ajeer rl: pet ee 
monia in the right lung may 
nes ae and rig Serkeh communication ie t 
‘bid Anatomy.—Lobar p 
isto in adult Tite, distih 
fibrinous exudate in the alveoli st fhe is 
This exudate is com 
eoeytes, red-blood cells, and ‘oral eu 
red blood-cells, and fibrin varies greatly at different stages 0 
affection, A fluid exudate may be present if the quantity of fibr 
is small, In such cases there is a lobar eatarrhal process or an 
inflammatory «edema of the lung. The exudate begins with eon 
gestive hypenemin, The lung is dark red and of increased con 
With the appearance of coagulation there is produced a 
condition of hepatization in whieh the lung is solid, and has the 
appearance of liver. The bloodvessels are filled with ‘red colle. Tf 
the vessels Si engorged, the Imng has ag grayish tint. This 
later stage, cal hepatization, is the condition most frequen 
seen peste vs The h votined } Jung does not contain any ail fe 
‘on section shows a Gareke surface, the granules being the so-called 
pneumonic granules of the later stage of the disease. The pleura 
isas a rule inflamed. It is without lustre and may be thickened 
and eovered with fibrin. There may be considerable serous or sero- 
purulent exudate in the pleural cavity. The extent of hepatization 
varies, It may involve a whole lobe, part of the lobe of a lung, or 
of both lungs. On inspection of the surface of a section, 
Se yellow areas may be scen in the hepatized portions. These 
re areas poor in fibrin, and correspond to the situation of the 
Mrondbioles of the lung, 
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Lobar neumon itlung, lower lobe. Crisis on the eighth day. 
‘2 tea remnate child, two years and five es ae 


apparently no complications. The more common type is that in 
which the lysis begins on the seventh or eighth day, and is completed 
in two or three days. Of 57 cases of lobar pneumonia in which a 
reliable history could be obtained, the temperature fell by crisis in 36 
and by lysis in 21 cases. The crisis, as a rule, occurs from the fifth 
to the ninth day of the disease (60 per cent. of my cases), After 
the lysis or crisis there may be a_ slight daily rise in temperature of 
a degree or even less, probably indicative of a very mild form of 

-pneumonic plenrisy. ‘The temperature in such cases falls grad- 
ually, and in four or five days reaches the normal (Fig. 103). 

The subnormal temperature after the crisis or lysis is quite a 
common phenomenon, T have learned not to fear this symptom, but 
to regard it as favorable (Fig. 104). A subnormal temperature may 


persist for days, or even a week or longer, and not uncommonly, 
especially in fibrinous pneumonia which has ron a sharp or moder- 
ied by irregularity or abnormal 


ately severe course, is accompan 
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aecompanies the cough, and may be suspected if the infant or child 
cries when it coughs. The pain is referred to the side of the chest, 
to the epigastrium, or to the region of the appendix. The pain | 
referred to the appendix in eases of lobar pneumonia is probably 
radiated from a diaphragmatic pleurisy. 

Dyspraa.—Infants and young children show marked dyspnea, 
The alw nasi are dilated and the peripneumonic groove is depressed 
with each inspiration. In very severe dyspnaa in young infants, 
there may be a drawing inward at the suprasternal noteh, This 
ocenrs even in the absence of any laryngeal disturbance, and fre- 
quently simulates laryngeal stenosis. 

Nervous Syaproms.—The cerebral symptoms may at the out- 
set simulate those of cerebrospinal meningitis. There are delirium, 
rigidity of the muscles of the neck, and even opisthotonos, There 
may he no true meningitis. Older children may have a low, mut- 
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ight lung is affected, we shall get by palpation in front 
the upper part of the chest nothing abnormal ; over the lower pat 


there is dulness—not at first complete. When consolidation is com= 
plete, the dulness is quite marked. In eases in which some pleuritie 
effusion exists over the consolidated arca behind, the percussion-note 
may be quite flat, In cases in whieh the upper lobe is consolidated 
there will be signs of consolidation, while lower down the note is 
exaggerated or yesiculotympanitie over the unaffected mid-region of 
the lung, and over the base there will also be marked dulness. This 
lower area of dulness should not be regarded as a sign of consoli- 
dation. It is really due to the accumulation of a small amount of 
serous effusion in the lower part of the pleural cavity as a result of 
the complicating pleurisy. 
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temperature. 
Hydrotherapy. ing is efficient in cases in which the tem- 
does not range above 104° or 104,5° F, (40° ©.) 
younger the infant the less ic need it be, for a tempera- 
ture of 104.5° F. (40° C.) is not high for an infant under two years 
of age. I content myself with sponging of the body with water at 


103.5° F. (39.7° C.), the opie is for fifteen minutes and 
then given absolute rest i 


reduce it palpably. I do not use the full cold bath in the treatment 
of lobar pneumonia in infants and children. If the temperature 


is not so as the favorable effect on the general condition of 
the patient, The application of compresses is discontinued if the 
temperature falls 103° F. (39.4° C.). 

Medicinal Treatment—The heart action if good needs no utten- 
tion. At most, a limited amount of wine or whiskey is administered. 
Infants receive half a drachm (2.0) every few hours; older 
children, a (4.0). Whiskey should not be given as a routine 
remedy, If the temperature is high necessitating hydrotherapy, 
and the pulse is above 120, whiskey should be given. “If the pulse 





a small dose of codein may be given several times dai 
The aim is to alleviate the pain and cough, 

The bowels should be evacuated daily ; for this purpo 
eum ereta is one of the best remedies. Grain y (0.3) 
Thfants should receive an enema daily. 

Tf gastro-enteric disturbances are present, the 
should be discontinued and the same procedare 
primary gastro-enteritis. 

Tympanites is sometimes troublesome, especially in you 
dren. The best remedy is a high enema twice daily of salt 
to which one or two teaspoonfuls of peppermint-water have been 
added. The passage of a soft catheter is uot effective, nor are the | 
turpentine stupes of any value. P 

The delirium, sometimes amounting to an acute mania, | 
appears just before the crisis in some cases, is best controlled by” 
rectal administration of bromide of potassium and ebloral by t 
I have sometimes been forced to keep the patient under the influence 
of these drags for a few days, The post-pneumonie melancholia 
seen in children is best treated by the administration of strychnine 
and the enforcement of perfect quiet. 

Should signs of extreme cardiac weakness set in with threatening 
cedema of the lung and paralysis of the right ventricle, nitroglycerin 
is of great value. Infants will bear grain +}, (0.0003) every three 
honrs. If in these cases cyanosis is present, oxygen is administered, 
preferably that containing 20 per cent. of nitrous oxide. It is given 
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Fatal bronchopneamonia; reinvasion of the Jung on the fifth day. Infant, six months old. 











of pneumonia, the chill was so severe as to cause extravasations 
of blood underneath the surface, with markings resembling those 
seen in marbling of the surface. In another case the chill was so 
severe that an immediate fatal issue was feared. In that broncho- 
pneumonia sometimes begins with a chill, it resembles a lobar 


The most common type of bronchopneumonia may begin with 
arise of temperature preceded by vomiting. The harassing cough 


a 





extreme, and so far as ean be jordged very poinfel. Some 
begin to vomit from the outset of the pneumonia. The 
tay oceer ance or twice in the twenty-four hours, or may be Tans 
sant. With the vomiting there may be the passage of greenish stool 
or a fully developed enteritis of severe trpe. So severe is the = 

i i frm 








dees mot cecur exclusively in the sammer months, bat is more pret 
heat st that time. 

Cerebral Symptoms.—The infant i= in some cows stayed frves the 
wateet of the disems. Older chikdren may bave Sight convulive 








The bronchopnenmonia of typh 

if it appears at the outset of the disease, 
beginning as a pneumonia. The area of bronchop 
localized. It may be a small area in the upper or mid-n 
lung. The febrile curve in these cases may range quite 
outset and thus mislead the physician, The 
weeks, sometimes as ong as five weeks, The lung is slo 
ing up. The signs of dulness, bronebial voice and bi 
persist into convalescence. In other cases the pneun 
SS Bp in the course of the disease. Tt can then be ¢ 
only if the cough is harassing and the dyspnoea marked. Tt 
ons patients the pneumonia can only be discovered by repeat 
constant examination of the chest. These cases are not se apt 1 
develop pleurisy of a serous or purolent pature as the pne 
complicating measles or scarlet fever. i 

Varicella is only rarely complicated by bronchopneumonia, Tn 
this disease also the pneumonia runs a protracted course, but is less 
serious in its outcome than in the other exanthemata, It occurs in 
the severer forms of varicella in which the eruption is complicated 
with abscesses or necrosis of the skin (mixed infection). 

Scarlet fever ix not so frequently complicated by bronchopnen— 
monia as measles, but when it does occur the bronchopneumonia is” 
of a very severe type. It occurs in the septic forms of scarlet fever, 
and may appear early in the disease, on the fading of the a 
Searlet fever complicated by bronchopneum@nia is frequently followed 


leurisy of a purulent nature. 
is ie trorthoneeamenia which complicates diphtheria has been 
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invasion, the second lay Psa ap ae the third stage—resolution. 
There ia no sharp line demarcation between the signs of the stages. 


First Stage.—Inspection 
both sides, and the nostrils to be dilated; with each inspiration 
there is drawing inward of the peripneumonic groove and sometimes 
of the suprasternal tissues over the upper part of the trachea. 

Patration.—If bronchitis is present, there may be rhonchal 
fremitus, but it is frequently absent. 

Prrcussion.—tIn the ea eel there is, just before eonsolida- 
tion, t dulness over which in young infants with 
thin-walled chests may have a slightly tympanitic note (tympanitic 
dulness), Other parts of the chest may have a vesiculotympanitic 
note. 

Avscuvration.—If bronchitis is present, the riles of bronchitis 
may be heard. The respiratory murmur is rude. By careful exami- 
nation of all parts of the chest one or more areas in which are heard 
fine crepitant rales may be found. They may easily be overlooked, 
and may disappear when the infant cries or coughs, and during the 
examination. 


‘VOCAL RESONANCE is slightly increased over areas in which there 
is slight dulness or the beginning of consolidation. The whole pos- 
terior aspect of the thorax trom above downward, and also the axil- 
lary fossa, should be examined. The apex of the lung in front, and 
the lower part of the thorax in front and behind on both sides, 
should be carefully examined, as well as the areas of the borders of 
the lungs where they come in contact with the chest-wall. Increased 
voeal resonance and slight dulness alone, especially over the apex 
of the right lung in front and behind, should be accepted with great 
caution as indicative of the beginning of bronchopneumonia, 

Dyspnoa should not be moma as a sign of pneumonia. 
The crepitant rile in a cireumseribed area or in several areas is 
the sign pathognomonic of this stage. 

Second Stage.—Insrrecrion shows no condition differing from 
those of the first st 

PaLration.—If the area of consolidation is limited, there is no 
change, because the area and the chest are small. If there is effusion 
in the lower portion of the pleural cavity, the fremitus may be dimin- 

bi 




















area, 

Pencusston.—as in the first stage, there is dulness t 
“omg with a tympanitic note showing the return of 
jung. 

AUSCULTATION gives a erepitant rile, as in lobar 
The voice and breathing are less bronchophonic. Duln 
persist for days or weeks. In some cases there is fluid, 
increases the dulness or flatness. Dulness, crepitant rales, | 
chophony, and bronchial breathing are constant features, and 
diagnostic. In infants and children, bronchophony is mo 
stantly present than bronchial breathing. In the bronchopneu=— 
monia of the newly born infint, it is sometimes possible to piv» 
with the small bell of a stethoscope areas in which air does not 
enter (atelectatie). : | 

Equivocal Signs likely to be Mistaken for the Beginning of Broncho- ‘ 
pneumonia.—Tn infants and children, the physician is apt to be fies 
misled into a diagnosis of incipient bronchopneumonia. Equivocal 
signs—i, ¢., signs which are not absolutely diagnostie—are apt to be 
met in certain parts of the chest and in the presence of rational 
symptoms, such as fever or apparent dyspnaa, undue importance 
may be attached to them. These signs are as follows : 

a. A slightly high note on percussion and an increase of vocal 
resonance or fremitus, with a rude respiratory murmur on the right 
side over the apex in front or behind, It should not be forgotten 
that this region, especially in infants, normally shows varying degrees 
of these signs as compared with the left side, 
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b. va: eb harap dest a2 hdeyseestciel t 
side behind, due to the presence of the liver, is normal. To 
abnormal, the dulness must be very marked and the vocal 


¢. Bronchial or bronchovesicular breathing too near the vertebral 
column behind on either side, between the scapule, should 
tiously interpreted. In some infants, the breathing in this region 
is normally bronchoyesieular. It is in this region that the di 
of central pneumonia is so often made—a diagnosis rarely verified 


d. Tu some infants and children, especially from six to ten. years 


z 
? 


diagnosis of incipient pneumonia or consolidatio 
ies positive and unmistakable evidence very low down bebind. 


the main, it is made from the course of the temperature. In lobar 
pneumonia the temperature will fall by crisis after the usual period. 
A marked is, Which increases toward the day of crisis and 
then rapidly diminishes, is also a characteristic feature. There 
should be also the physical signs of lobar consolidation. 

Tf these symptoms and signs are all present, it may be assumed 
clinically that a pneumonia is to be dealt with. Such a diag- 
nosis is always open to doubt, for a bronchopneumonia may have 
the lobar consolidation and the leucocytosis, but will rarely have the 
critical drop of temperature which occurs in lobar pneumonia, As 
to the onset, bronchopnesmonia may set in with a obill, and lobar 

one, The complications in both forms are identical ; 

empyema is as likely to oceur in one as in the other, Lobur 

pneumonia is rarely prolonged in duration if complications are 

absent, while the bronchopneumonie type of disease is, as a rule, of 
i duration and may be prolonged into « chronic course. 

inated patches of consolidation in a lung in which there 

is general bronchitis point to bronchopneumonia ; diffuse bronchitis, 
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lungs, and is present in the unfavorable cases. 

supervening late in the disease are unfavorable. 
The favorable signs are a good muscular quality of the first sow 

of the heart, red lips and warm surface, good reaction after _ 

therapy, and periods of quiet sleep with full noiseless ng 


abort it or prevent complications, As in lobar pneumonia, the 
ill effects of the disease must be counterieted as much as possible 
and the strength of the patient supported. Since the patients are 
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of very tender age, are powerful in their ultimate 
effects are to be carefull filly acide The indications in the welliieat 
are ts comntarack tse Slechs of tie hinapareiang sal, tobe EAR 


heart. 

The temperature in the most fatal forms of this disease in new- 
bore, iniseta ie ioe el eee eh Sas a ener 
high point. In other cases of bronchopneumonia in older infants 
pi prin rs oah tne oe alana ata Jo In 
these cases, as in lobar pneumonia, the various forms of hydrotherapy 


deseril 
lower than 70° F. (21.1° ©.) are not applied. The 
pe tle Ler pda aia ice oan 


Tt iepeyey se pens that a compress wrang out in water at 70° PF. 
Gee ren the pinta cyanosis wthout reaction. 
eases, as in the lobar cases, [ have found the warm bath, 


inch (40.3°--41.6° C.), of the pale utility in relieving the 
nervous symptoms, such as restlessness and convulsive twit 
Infants, as a rule, will not bear baths below 80° F, (26.6° C.). 
therefore do not utilize the cold fall bath in bronchopneumonia in 
infants. I do not think it advisuble to use the bath at 90° F. 
(32.2° C.) or higher, with cold douching of the head and shoulders, 
to obtain reaction in infants. barplassicianhipend ted esrciah 


pats ch cary ity oe nga, Poa 
a rk whole anaes plete ut Saran 


ore hart in Sey messages Serene ee 
musk, caffeine, ammonium carbonate. Of these agents, the 
useful are digitalis, stryebhnine, and musk. 

Digitalis is administered in the form of the tinetare. A drop is 
given for every six months of the age of the patient. It should 
not be used SO an ead 
every three hours. It is discontinued after being administered 
for iwo or three days, The effects of stronger preparations, such 
as the fluid extract, cannot be gauged so carefully as those of the 
tincture, and they are therefore less useful. The cases in which 
digitalis is of the greatest value are those in which there is cya- 
nosis to a mild degree, or excessive pallor denoting great cardiac 
weakness, 


Strophanthus may be administered alone or in combination with 
digitalis, The tincture is the form Hy used, 

Strychnine is one of the most ial drugs in the treatment of the 
heart. An infant six months old will bear grain gby or g}-y (0.0003 
or 0.00025) very well. Older infants and children bear grain yby 
10,0004) quite well. Strychnine should not be used in cases where 

is excitability of the nervous system, 
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this procedure will ward off tympanitie distention of the abdomen 
and stimulate the heart. : 


PERSISTENT BRONCHOPNEUMONIA. 
Persistent bi sasens Glotinet of 
it nia is a disti - 
SUR Oba ct Stok unt ata RE RGR cosa aoe 
meanwhile much reduced in flesh and 


cases occur in ly infants, usually in those who are bottle-fed. 
A distinet type of the disease complicates chronie enteric catarrh. 


pry wiggles. ghee of Gastro-Intestinal Sepsis 
of Fisehl, of another set complicate 
and follow pertussis, measles, and influenza, Lastly, there is a true 


fication. The condition is thus 


onlinary bronchopneumonia, The a , 
duration than in cases which recover. Cases of atfeo- 
tion or is will continue to have a remittently high tempera- 


takes clinically a secondary place. Some of these cases eventually 
recover in spite of the progressive emaciation and high fever. 
‘This is especially the case in persistent bronchopneumonia which 
complicates pertussis. 

The Blood in Persistent Bronchopneumonia with Recurrent Invasions. 
—In the case from which the chart was taken there was a distinct 
increase of the number of leucoeytes with each new rise of tempera- 
ture and fresh invasion of the lung. The number of leucocytes 
mounted as high as 80,000 to the cubic millimetre. A differential 
count showed that the polynuclear neutrophiles ranged at different 
times from 73 to 82 per cent, of the lencocytes and the small 
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it is treated. If there is pertussis, “apnaeie ekerereicbe cee: 
usually followed in that affection. In some cases the administration 
of iodide of potassium in small doses has seemed to have a bene- 
ficial effect on the course of the process in the lung. 


PLEURISY. 
(Pleuritis.) 

geen te infancy usually occurs as a secondary disease; it is 
rare 

Dry lst i: he fm in which the pleura is inflamed without 
pf oe sea cort of exudate in the pleural cavity. 

with effusion, or subacute pleurisy, as it is i 

atau is the form Eig Co Apap Coe” fat ee aR NN | 
in the pleural cavity. The form in which the effusion is of a sero- 
purulent or markedly purulent character is also called empyema, 

Empyema is therefore a purulent or suppurative pleurisy. There 
are other forms of pleurisy which occur with neoplasms of the lung 
or pleune, These are not discussed in this section. 


Dry Pleurisy. 


Frequency.—Dry pleurisy, pure and simple, is, in my experience, 
clinieally not common among infants and young children. As an 
independent affection, it is found more frequently after the fifth year 
of life. Clinically, the cause of this infrequency in infancy cannot 
be easily feat sa Young infants and children rarely indicate 
the pain which is the leading symptom. The discase is masked by 
other symptoms occurring at the same time. Older children locate 
the pain and direct attention to it. 
.—This form may be primary or phased Asa 
mary affection it is found in rheumatic subjects, especially those 
ieee are or have been subjects of disorders such as endocarditis or 
fibrinous adhesive pericarditis. In these cases the etiology is the 
same as that of rheumatism. The condition is secondary to pneamo- 
nia. It may be found complicating any of the infectious diseases— 
influenza, scarlet fever, measles, typhoid fever, or tuberculosis. In 
such cases the bacterial factor in the etiology is much the same as in 
the forms which will be considered under Pleurisy with Effusion, 
Pleurisy may complicate nephritis of the subacute or chronic type. 
Traumatism will cause this form of pleurisy ; exposure to cold or 
wet will predispose to it. 
.— The cases of simple dry pleurisy not proceeding to 
the formation of effusion in the pleura, which have come under my 
notive, gave few symptoms. 


We. ¥ 





The primary dry pleurisies, with proper ¢ 
side and gradually disappear. 
The treatment of dry pleurisy is very simple. If the 
are rheumatic, they are put on small doses of salicylate of 
The bowels are kept open with a saline cathartic, pref 
bad salts. The patients are kept in bed. It is not ad 
strap the chest to relieve pain. The desired relief can be 
by some local application of fodine or a sinapism. Co ; 
administered in moderate doses to relieve the cough and pain, 








Pleurisy with Effusion (Subacute Pleurisy) and Empyema, 
(Purulent or Suppurative Pleurisy.) 


wency.—This form of pleurixy is common in infancy and 
childhood. The largest number of eases ocenr before the fifth year 
Simmonds). The succeeding five years show the next greatest 
nency. Tsracl found 29 per cent. of 206 cases to be purulent, 
Mackey estimates the purulent cases at 40 per cent, of the whole num- 
ber in children, as against 5 per cent. in adults, Combining the 
statistics of Simmonds and Hotmokl of Vienna, this form is found 
to have greater frequency in the male sex. According to these auth 
the left side is more often the seat of the disease. Simmonds foand 
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the disease ocr Peace dee he Dyeing a0 ene 
my own cases empyema, were bilateral. these 

104 cece bie the Ah yer, and 16 teen the fifth, 
tenth years; 39 were between the Nest of toe dak tac gee 
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and 

16 were less than twelve months of age. The youngest patient was 
weoedare tekory 

pleurisy, whether rative or serous, — 

is rare. wey iieatnel cecdaeaeet ot sion in the pleural 

cay ee ee ee no exciting cause or primary 

lung affection. The etiology must in such cases n in doubt. 

Infection may sided sume eos ae 

oa a 
Pleuritis, serous or purulent, is generally secondary in infancy 


and childhood. AW fica 0 lta te bronehopneumoniu may give 
tise oP nsbedteeleadaetngiens aca emeads. 


easles, scarlet fever, pertussis, typhus 

and typhoid fever, diphtheria, forms of tonsillitis, retropharyn, 
arta ta, may iy os 
leurisy ronic intesti sepsis may cause 
the latter ease a pneumonia goals Besa ip tesa oe is 
Bessel Br newly-born infant, 
ner hae ad eaneer Osteomyelitis of the septi 


to the attack of pleurisy. 

Morbid Anatomy.—Pleurisies which accompany acute pneumo- 
nia are the most frequent. In these, there may bea slight injection 
of the pulmonary pleura and a loss of the normal lustre. Here and 
there « few fibrinous threads or adhesions may be found coursing 
over the surface of the unt or running from the costal to the pul- 
monary pleura (dry or fibrinous pleurisy ritis sicea)). In other 
cases, there is a thickened be of both pleural reflections, caused 
by the deposit of fibrin on the surface. Sometimes the amount of 
fluid is small, while the pleura is very much thickened, The pleura 
iteelf’ may be little altered ; underneath the fibrin, the lymph-spaces 
and blood-vessels may be dilated. Tn some cases there is also a serous 
or seropurulent exudate containing leucocytes, endothelial cells, and 
bacteria. The fluid may be clear or bloody, turbid or opaque, 
yellow or greenish, and thin or creamy in consistency. Large clots 
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Pyrat pneumoeocens were both found in the exudate. 
Although the sloltlsae inslsel sa aldegpvceoeksa haxassentotoeda 


Fig, 111, Fre. 12. 





Fie. 113. Fig, 114, 





from the pus of 4 pure coliure. < 1600. Photomicrograph. 
Fut Aeiane ty —Pneumococet + Thiptoconcas | iniceotats} fromm the pus of empyema. Cover- 
base preperetloce showing capsule, Photomberogenp 
Fin. 11.—Poeum Diplococeus lancewmatus); pare ‘culture from the as of ompyema, 
Photomicrograph. BO. 


are found may follow a pneumonia, they may also be secondary to 
a follicular amygdalitis, the exanthemata, typhoid fever, influenza, 
diphtheria, sepsis, and osteomyelitis, 








i were in the effusion, and in 
admixture of blood could be | to a seorbutic | 
one ease, in an adolescent alized effusion of 
nature, there was an actinomycosis ae eve 





symptoms 
nomic of effusion in the pleura or em - The : 
most eases masked by the symptoms of the causal affection. Cases 
in eo orn mea id rise of tem~ 
perature, with which there may be a convulsion by stupor 
Seer 4 308° F, (39.48 to 40.5 C.), the pulse being 140 


normal. dyspnea continues, although the temperature and 
pulse may be normal during part of the day. 


Fig, 115, 











ws paretlont oa the nlschtestindah, Recovery. Bey, four yeamset mie. | 
Tn some of the cases the effusion becomes t on the 


eighth day ; in others a purulent effusion is found in the chest on 
the twelfth 


process in the lung, however, takes a secondary place in the clinical 
picture when the effusion in the plearal cavity has accumulated. 
There is another set of cases in which the course of the disease 
is insidious. The patient may at the onset have had for two or 
three days a febrile movement which has subsided, leaving the child 


a slight hacking cough, and some little pain in the chest on exertion. 
Tangour and loss of strength are progressive. ‘There may be ex- 





Pleural cavity partly filled with 
fluid, 





monary I 
pleurisy with effusion or empyema. 
take into consideration not ¢ 
rational symptoms, but also the ph 


signs. ¥ 

The physical signs of pleurisy with 
effusion and of empyema are i _ 

Fru iw tae Cuxsr—dA, The 
chest partly filled with fluid. B. The 
chest full of fluid. 7 

A, The Chest Partly Filled with 
Fivid—tIt is assumed that the greater 
part of the fluid is in the lower porti 
of the chest (Fig, 116). In children 
and infants it does not cause displace- 
ment of the viseera, 

Inspection may show fulness of the 
lower part of the affected side; the 
lower part of the chest moves less than 
the normal side. 


Palpation.—V ocal fremitus will be felt over the upper portion 
of the chest in frot or behind, and will be lost over the lower 


portion. 


Percussion of the chest in front will often give an exaggerated 


“ou 












thin layer of fluid. This dulness can be di ished from dulness 


Diagnosis to justify exploration must be based on absence 
of voeal fremitas over the fluid and its presence above the fluid, 
dulness behind above the fluid, which on firm percussion gives a faint 
pulmonary tone and flatness over the fluid with slightly increased 
resistance to the percussing finger. 

Note-—The method of examining infants for fluid is invariably: 
that indicated in the earlier part of the book. It is a mistake to 
examine the infant as it lies in the lap of the mother, for in this 

ition the fluid will gravitate behind. When the infant lies on the 
fore, the fluid will again gravitate to the anterior part of the chest 
and thus not be made ont. In the earlier stages of pleurisy the fluid 
only partly fills the thorax. On account of the small size of the 
thorax in infants, it is impossible to determine the change of level 
of the fuid by changing the position of the patient, 

The resonant note over the lung apex in should, in the pres- 
ence of dulness behind and flatness below, always arouse suspicion of 
fluid, for in these eases the lang seems to be compressed upward, 
forward, and inward, thus causing the vesiculoty:mpanitic note in 
front and above. 

The chest is partly filled with fluid, as is shown in Figs. 117 and 
118, I have quite uently found this condition in infants and 

ildren who have constantly lain on the back, and in whom adhe- 
sions seem to have kept « layer of fluid in the position shown in the 
=, It will be assumed for illustration, that the right side is 


On. inspection, fulness of the intercostal spaces on that side 
may be detected ; the movement of the thorax is labored, and the 
intereostal spaces may be drawn inward on inspiration, 

Palpation.—V oval fremitus due to the Inng’s being in contact with 
the chest-wall may be present over the anterior aspect of the chest. 
Posteriorly, the fremitus will be entirely absent, 

Percuasion.—Anteriorly, the note may be vesiculotympanitie ; 
posteriorly, there is complete dulness over the whole chest, which is 

cl 





Fluid in a thin Inyer posteriorly in the pleura. 


or flatness. ‘The quantity of fluid is small ; there is less resistance 
to pereussion than when it is large. 

(B.) The Chest Full of Fluid (Right Side)—On inspection, the 
objective signs of intense or moderate dyspnea are found; The 
chest on the affected side is immobile; the intercostal spaces are re- 
tracted with each inspiration ; the affected side bulges visibly. 

ion,— Vocal fremitus is lost over the whole side in front 
and behind. In rare cases a little fremitus is felt. 

Pereussion,—Ordinary and firm percussion give a flat note over 
the whole chest-in front and behind ; the resistance to the percussing: 
finger is wooden. In front, flatoess may be present over the 
apex of the lung (Fig. 119). In some cases in children a 
sound over the apex of the lung, which resembles the eracked~ 
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pot sound over cavities in adults, may be obtained, It may be due 
to lung compression. In other cases the resonance in front, over 
the lung of the affected side is vesiculotympanitic, owing to the 
pushing upward and forward of the lung and to its distention. 
Displacement of the Pleural Fold wnderneath the Sternum.—A 
very important aid in the diagnosis of fluid in either side of the 


Fig, 119. Fre. 120. 





Pleural cavity fall of fuld, Flatness Pleural cavity filled with tuld. Lung 
anteriorly and posteriorly. displaced npward and forward, Kesonance 
anteriorly over the apex, either veslculo- 

tympanitic or of the cracked-pot quality 


chest is the displacement of the line of the reflection of the pleura 
in front. Normally the pleure of both sides meet underneath the 
sternum in the median line. Above, at about the level of the second 
rib, they depart gradually from each other. If there is a large amount 
of fluid in the right chest, the pleural fold of that side becomes 
distended and displaced to the left, and may be marked out above 
the heart. by dulness to the left of the midsternum, I the left 
chest is fall of fluid, the left pleural fold is displaced to the right 
and there is distinct dulness or flatness above, to the right of the 
midsternum (Fig. 121). 

Auscultation.—Anseultatory signs in infants and children are 
most puzzling when the chest is full of fluid, and little diagnostic 
value can be attached to them in some cases, The chest may be 
full of Anid while the breathing and the voice may be heard as on 
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pr grisea ape nmrigtecoeeoant ar year gt scene tale 

of displacement. The chest is so easily dilated that an ordinary 
amount of flaid accommodates itself without markedly displacing 
so heavy an nas is liver, In children I have been able to 
make out a di of the liver downward before the evacua~ 


ton of lange guantiis of ui Displacement is of confirmatory 


value in di 

Heart,— heart-apex may be displaced toward the median 
line by fluid in the left pleural cavity. In older children also 
when the amount of fluid is lange the apex is displaced and lies 
beneath the lower part of the sternum. A small amount of fluid 
will not always cause displacement, but will find its way around the 


Remarks upon the Diagnosis of Fluid in the Chest, with Excep- 
tional Signs.—It is not Teta easy, even for the expert, to decide 
without puncture as to the ce ee ees in the chest 
of infants ast young children. The following signs will be of 
service at the bedsi 

Dvratioy oF [uuxess.—If an infant or child has been ill for 
two weeks or more with signs of pneumonia during the early part 
of the disease, the physician should be watchful in the presence 
of the following conditions : If the temperature does not fall, but 
though remitting still continues ; if the signs of consolidation of a 
small or large area give place to dulness or flatness over a whole 
side behind, with bronchophony over the whole side—for if the con- 
dition of the infant is tolerably good, it is evident that such bron- 
chophony may not be due to the total consolidation of the whole 
lung; if there is displacement of viscera, chiefly of the liver or the 
heart; if there is drawing inward of the pat spaces during 
inspiration, with real immobility and bulging of a side and dulness 
or flatness and loss of fremitus. 

Fluid is very rarely encapsulated in a small area behind, about 
the midregion of the chest. Such areas are usually areas of per- 
sistent bronchopneumonia. In most cases, there is localized dul- 
ness, above and below which there is vesiculotympanic see sien 
normal pulmonary resonance or exaggerated resonance, 
distinct respiratory movement of the affected side. On the het 
hand, a collection of fluid between the lobes of the lungs (inter- 
son} may give a localized flatness and all the auscultatory signs, 

as bronchial voice and breathing, of a local collection of 


There are certain ite in which the diagnosis of fluid must 
be made with reserve 

a. Tn a case on which I operated, fluid was found posteriorly 
over the situation of the upper = ihe of the right lung. The fluid 
was completely shut off from the rest of the pleural cavity by a 
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Empyems, left pleura, followed thirteen bd after Cie by Brvpepppoeanan 


apex of the right lung. Male child, twenty mont 

The prognosis of pleurisy with effusion and of empyema in in- 
fants and children is good. If treated in the proper manner, it is not 
more serious than the original causal affection. In private practice, 
the patient being under constant supervision of the physician, the 
outlook is very good. An effusion can be discovered early and the 
patient relieved. In hospital practice the results are still good if 
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of tuberculosis in children, ie aiinok Sa eked then, de 
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cages the bronchopnenmonia is present at the time of operation, or 


The prognosis of tuberculous empyema is not so unfavorable in 
children as in the adult, In the former, empyema of a tubereulous 


ing down the foe and thus preventing expansion, Extensive rib 
ee thus become necessary in order to close up the suppurating 
left by the unexpanded lung. 

.—If on exploratory puncture a serous exudate which 

only partly fills pee pee eavity is found, the expectant plan is 

fol are kept open with an enema or a saline 

sr ro aed daily. For this a saline enema, 

or in GUA children a teacpooufill of Catlibed salts in warm water 

mixed with milk, is efficient. Loeal vesication is not needed nor is 

it advisable. tet esol neni, eee r eines 
and the diet is easily assimilable. Citrate of potassium in 

hal doses every three hours may be given to older chil- 

fluid increases in quantity, fills up the chest, causes 

tha TF ce fd symptoms, and is serous in character, the chest 

should be aspirated. The best form of aspirator for the practitioner 

is the Potain. The patient is aspirated in the sitting posture. The 

chest-wall having been pice the needle is introduced in the 

axillary line toward the lower third of the chest cavity. It 

is not withdrawn until the flow has ceased or the lung can be felt 

against | the needle in the pleural cavity. As soon as this oceurs the 

needle is withdrawn and the puncture opening covered with a piece 

of iodoformized gauze. It sometimes happens that there are signs 

that the chest is filled with fluid and yet very little flows into the 
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months. The strength of the patient should be supported as mueh as 
possible. A general anmsthetic is not necessary for patients under this 
age. I find that bronchitis and pneamonia very frequently result from 
the general use of anesthetics in young patients. Local angsthesia 
is all that is needed. Ethyl chloride in tubes is very efficient, ‘The 
surface of the chest is carefully cleansed with soap and water, aleo- 
hol, ether, and sublimate. An incision two inches long or there- 
abouts is made obliquely in the tissues over the intercostal space. 
The space in which a needle has been previously introduced and 
pus found is chosen. The exploring-needle is always introduced 
just before operation, Frequently, although pus has been with- 

wn from ee chest, at a a | aspiration none can be found. 
The theory is that either there was a small localized collection of 
pus at the first point of aspiration, or that the needle entered a 
bronchus and withdrew secretion collected there. 

On the right side the incision should not be too low, else a tabe 
cannot be retained in the chest on account of the high position of 
the diaphragm. The seventh or the eighth space in the posterior 
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axillary line is the best location if pus is present at this point (Fig. 
wade he dinette may inpinge niet tbe peer. 

s may im, ium. 

The superficial tissues having been incised, intereostal 
muscle is incised, the operator keeping as nearly as possible in the 
median line of the intercostal space and avoiding the lower border 
of the upper rib, yet not cutting too close to the lower rib. When 
the vicinity of the costal pleura is reached, a closed dressing-foreeps 


Fic, 125. 





pleural cavity and prevented from falling into the pleural space by 
safety-pins passed through them at the distal ends. The pus is not 
evacuated at the time of operation. The sudden evacuation of fluid 
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resilient ; there are eee and if they are numerous and pee are 
abundant in. the exudate a subsequent excision of the rib may be 
necessary, On the other hand, the main object en the Labrie 
in these eases is to evacuate the mass of pus, and ineision will 


Fig. 124. 





Exsection of rib aesnpvema on the right side. Shows the ye eau deformity. Five weeks 
roperation, Child, four years of ug 


accomplish this quite as well as the other operation. If subse- 
quently, more drainage is needed, the patient will be stronger and 
better able to stand the more serious procedure. 

Incision is therefore the practitioner’s operation even in older 
children, with whom anesthesia must however be used. Chloro- 
form is the safest and most easily taken; very little need be 
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shal be spend has been made, anssthesia 
I perform excision of the rib in all the cases in children above 
— months, unless there is a contraindication. Severe pneu- 
monia, high fever, cardiac weakness, acute pericarditis or endo- 
carditis, as complications, are contraindications. In such cases 
incision alone is performed. I excise the rib in the usual way, taking 
two or three centimetres of rib subperiosteally and aay oa the 
midline of the posterior layer of periosteum to enter the 
cavity. The finger is not inserted into the pleura to loosen adhe- 
sions. After the pleura is opened, double drainage-tubes are intro- 
duced by Gibson’s method, as in the operation of simple incision, 
Sinus.—After incision or resection of the rib, a suppurating sinus 
may remain for months. If a probe introduced into a sinus of this 
kind impinges against callus or denuded bone, a so-called see- 
ion is necessary to take out the denuded rib or callus.” 
This involves a difficult surgical procedure, which it is not necessary 
ssc ler A sinus ne ae a not close wre the bone 
remov. ‘emporizing only su i tient to the dangers 
of poe Sieasemiian nami deer) 
Adhesions binding down the Lung.—There is another class of 
eases in which a large amount of fibrin has been thrown out on the 
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James’ apparatus for expanding the lungs in empyema. 


visceral pulmonary pleura, The lung is thus cramped by an en- 
velope of thickened pleura and cannot expand. A large suppu- 
rating iad or a “Le! fae! sinus is left between the pulmonary 

is cavity must be made to close. In such 
nad the sara are allowed to be up and about. They are taught 
to blow colored fluids from one bottle to another in the way de- 
scribed by James, of New York (Fig. 125). Two bottles of equal 





‘SeTIOUS | 
few days between the operations is 
sufficient to allow adhesions pay eb ted side to such an. 
sxtent thet, shen the second side ia openet, the king of Gis. aaa 
operated on does not collapse. If the sides are operated on simulta- 
neously, the consequent partial collapse of both lungs causes marked 
symptoms of asphyxia. 


Hemorrhagic Pleurisy. 


Simple hemorrhagic pleurisy is not uncommon. It is seen in 
pleurisy following simple pneumonia, influenza, the exanthemata, 
and in infants or children in whom there is a tendency to scor 
butus. Cases which appear to be rheumatic have been published 
(Starck). The hemorrhagic form of pleurisy with effusion may occur 
in very young infants (Lewin, eleven months) or in young children. I 
have met a number of cases in children who subsequently made a 
complete recovery, and in whom I could find no tuberculous ten- 
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dencies. The prognosis in this form of pleurisy is therefore much 
better in children than in adults. In the latter, a 
is frequently indicative of a tuberculous factor in the a 


Hemorrhagic Empyema. 

ic empyema is also not uncommon in infants and chil- 
Piva om eee. lave met four cases in which there was 
a hemorrhagic exudate. In one ease the child was pale, though not 
emaciated, There may have been a seorbutic element. In another 
case, in a boy, no such etiology was indicated. In a third case, in a 
girl, the child was much reduced in health. In three cases the hemor- 
rhagie discharge rn for duys after the chest was and 
streptococci were found in the exudate, In one case the d i 
pus was for weeks tinged with blood. In none of the cases were 
tubercle bacilli found in the pleuritic exudate. Three of the cases 
made a very good recovery. In these cases also I am inclined to 
believe that tuberculosis is not always an etiological factor. 


SUBPHRENIC ABSCESS OR PYOPNEUMOTHORAX 
SUBPHRENICUS. 


The positive diagnosis of subphrenic abscess should be made 
with reserve, because no pathognomonic symptom or physical sign 
of the disease is known. It is a very valuable fact that in 50 
per cent, of the cases thus far recorded, the abscesses have contained 
gas or air. The condition is rare (Maydl) in adults and more so 
in infants bine children, The Pcp is situated beneath the dia- 
phragm, and between that organ and the liver. It pushes the dia- 
phesem upward, and may thus encroach on the Nea es and simu- 

te a aah pyopneumothorax. A tumor in the lower part of the 
thorax, which may give tympanitic resonance or tympanitic dulness 
from the second, third, or fourth rib downward, is thus caused. This 
resonance may even include the liver, which is displaced downward, 
Over the region of tympanitie resonance, eapectly posteriorly, the 
normal vesicular breathing is absent on expiration and present over 
the tumor on deep inspiration. It is a peculiarity of the condition 
that there may be amphoric breathing and metallic tinkle over the 
tumor, while anteriorly just above it from the second to the fourth 
rib, there is a sharp transition and normal breathing is heard. Behind, 
however, on deep inspiration, even over the region of tympanitic 
resonance, tom breathing may be heard over the lower part of the 
ehest. Over the situation of the abscess the metallic tinkle and suc- 
eussion-sounds may also be heard. As has been stated, the liver 
may be displaced downward, erepitations are heard anteriorly over 
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especially if pulsation is s m 
5. Tin evar of tia’ valves ‘of a pokanar? aan 
a valve 2 e 
seoomd oF third space near the sternum (Geffen), ae 

6. Murmurs which cause friction (pericardial) or thrills (endo- 


7. Rhythm of the heart action. 

Auscultation—In infancy the muscular pti of the first sound 
is not t, The heart-sounds have more the character of the 
i elem weak The muscular character of the first sound 
fully develops toward the second year of life. All through i 
and childhood there is «a natural accentuation of the second pul 
monic sound, Too much importance should not be ned to 
the accentuation even if it is marked. 

Percussion—The percussion of the heart has been the subject 
of much refinement of methods, which only tends to confuse a ; 
matter. The following method will be found suitable for most 


clinical q 

The lines of demarcation are the midsternal line and a parallel 
line ranning through the left nipple. All reckonings as to the 
limits of cardiac dulness may be safely made from these lines, and 
such figures will be understood by all physicians. The right border 
of the sternum is not a good line to reckon from, since the width 
of the sternum varies. The recumbent posture is preferable in 
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infants ; both the recumbent and upright positions are suitable in 
older children. 

Method of Locating the Line of Dulness of the Left Ventricle —To 
locate the external boundary of the ventricle, we begin to perenss in 
the lines parallel with the pees third, fourth, and fifth ribs toward 
the heart, from the axillary line or the anterior axillary line. ‘To 
percuss from the midsternal line outward does not in children give 
as good results. 


Fre. 126. 





Vorm of the normal relative cardine dulness in a child two and one-half years of age. 


To locate the external border of the right ventricle, we percuss 
along the fourth rib or fourth space toward the sternum from the 
right mammillary line, In young infants a portion of the right 
auricle and yentricle will be found as high as the junction of the 
second rib and the sternum (Symington), but it is an ultra-refine- 
ment of percussion to try to make out the projection of this part of 
the right auricle to the right of the sternum. It is found, anatom- 
ically, that the curve of the auricle to the right of the sternum 
begins at the third space, and is most gmarked behind the fourth 
costal cartilage. It is sufficient for Winieal purposes to make 


Ls 


¥.5.5 to 85 cm, to let. 


Enough has been selected to show that the actual size of the heart 

as obtained by percussion in infants and children is vari- 

able; and that the physician must be guided by the rela tre alae! 
The Pulse.—Rapidity—The following table is given by Bednar: 


Poet ek ee ee ee 
First two minutes of life... . . ss 
Fourth minute of life... 6 2. + - 
y tosecond month ©, - 2 eee ee es 
Second month to twenty-first month : 
tofifth year ......-.- 


nen hth Bonet 
th to eighth year. 2. 2 1 ee ee ee 
abe livennith yas iiicwi-2 i ae 


Respirations in infants, 30 to 32. Pulse-respiration ratio, a to 4. 

Tn the second year, 1 to 5 or 6, Turning, crying, and coughing, 

raise the pulse fifteen to thirty beats per minute, During sleep the 

pulse falls fifteen to twenty beats. After the third month, the 
is more rapid in girls than in boys. 

The Rhythm.—(a) In infants the pulse is normally arhythmic 

or irregular both in regard to time intervals and in relation to what 


is known as the respiration curve. 
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(6) Dicrotism is a normal characteristic of the pulse in infancy 
and childhood. 


The irregularity of the pulse is in some cases not very marked, 
in others becomes more aj tt under the influence of undue 
excitement. Dierotism all very evident and due to the great 
eardiae elasticity in children (Landois) is never so marked as it is 
found to be in children who are the subjects of cardiac disease, per- 
tussis (heart strain), or acute infection (typhoid fever), 


CONGENITAL HEART DISEASE. 
ital heart disease may be suspected from certain physical 
; ip oie siva 


ich occur in that condition and are in a sense 
of it. These are eyanosis, changes in the area of cardiae dul- 
ness, and the presence of characteristic murmurs. 

Cyanosis.—The cyanosis which is characteristic of congenital 
heart disease does not occur in any of the acquired cardiac lesions. 
Tt is most common in the congenital forms of pulmonary stenosis of 
the artery, conus, or ostium. On the other hand, it may be absent 
in marked congenital disease, as in deficient ventricular septum and 
open ductus arteriosus. In the latter disease it may appear late in 
the condition, only at intervals, or not at all. It may be absent at 
birth and appear in infancy or childhood, 

Cardiac Dilatation and Hypertrophy.—The presence of a 
murmur of congenital origin does not necessarily indicate change 
in the area of cardiac dulness. In fact, a normal cardiac area is 
sweeereed ralaven ee =i the anaes character of a mares 

ae ventricle should be present with hyper- 
trophy of the right ventricle, and a weet to indicate open 
ductus arteriosus. Dilatation of the right ventricle is of value 
when present with a murmur indicating stenosis at the pulmo- 
nary valve. On the other hand, marked congenital defects may 
exist without any change in the size of the ventricle. Moreover, 
if the cardiac area is enlarged and the apex impulse weak, con- 
veer disease may be suspected. The weak apex impulse indicates 
ilatation, 


Murmurs.—The murmur most characteristic of congenital heart 
disease is a systolic murmur at the situation of the space between 
the second third costal cartilage to the left of the sternum, and 
not conducted into the arteries of the neck. It is only when there 
are complicated defects that murmurs are conducted into the earotids 
(open ductus arteriosus). 

Fetal endocarditis affecting the tricuspid or mitral valver is 
rare, and therefore murmurs of congenital origin are rare at these 
valves. 





(a) simple cases i oe com= 

ieated cases wi defect 
of the ventricular m, or transposition of the great : 

3. Aortic Valve is or General Contraction of the Aortic: 
tem.—The first may be due to developmental defect or to foetal e 
carditis ; the second, to developmental defect. All aortic conditions 
anomalous in character have, so far as is known, not been posi- 
tively diagnosed during childhood, 

4, Valeular anomalies of the semilunar valves, due to fetal 
endocarditis or developmental irregularities are of purely scientific 
interest, 


5. Open Ductus Arteriosus or Botalli—(a) Simple; (6) combined 
with m defects or pulmonary stenosis, 

6. ition of the Heart and Congenital Anomalies of the 
tum (of purely scientific interest). 
From the above account, which T have modified for practical nse 
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from the classification of Vierordt, it will be seen that only the con- 
genital anomalies of the auricular ventricular septum, the pulmonary 
artery, and the ductus arteriosus Botalli are of interest to the clinician. 


Stenosis of the Pulmonary Artery, Conus, or Ostium. 


This is the most common of all congenital heart lesions. If 
found after the thirteenth month of life, it is in most cases combined 
with a congenital deficiency of the septum ventriculoram, Rauchfuss 
found a simple stenosis in only 10 per cent. of all the published 
cases. Most of the cases are due to ftetal endocarditis, 


Fis, 127. 








Congenital palisonery stenosis with open ductus Botalll, ax shown by a dull area tn the 
second above the base of the heart; loud systolic murmur at the pulmonary orifice : 
Glubbed Ragers, ‘cyanosis of the general sw symptoms of chronic bronehitis; dyspnea 
om exertion, Boy, twelve years of age. 





Physical Signs,—Simple stenosis of the artery, conus, or ostium, 
found only before the thirteenth month (Rokitansky), 

Cyanosis—Early and congenital cyanosis with signs of venous 
Stasis, such as clubbed extremities of the fingers, even in young in- 
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case of Sansom, in which cyanosis and extreme anemia bs ah 
ent, In rare cases, the second pulmonary sound may be very low. 
The murmur may be conducted into the axilla, the right heart not 
being dilated. 


Open Ductus Arteriosus or Ductus Botalli. | 





This is a very rare congenital defect. There are in the literature 
only 20 cases of uncomplicated open ductus arteriosus in which the 
autopsy confirmed the clinical diagnosis. Of these, only 5 occurred 
in infants under one year of age, and 5 others ranged from the first 
to the tenth year (Vierordt), The complicated cases oceur with 
stenosis of the pulmonary artery, septum defeets of small extent, and 
open foramen ovale. 

Physical Signs.—Cyanosis is not. present in the majority of cases, 
or if present is so only intermittently and is not marked. 


— 
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Forint ai Nom buzzing systolic murmur heard with 
intensity over the pulmonary artery, and not conducted 
Sy pp bar cae ahs sternum into the veins 


of the neck (Eochsinger). 

There is an aceentuated second pulmonié sound which ean be 

Mie Yo de—The presence of pero of the rghit 
Ventricle— o ven- 

tricle tends to confirm diagoosis ; if the le ventricle fe also. 


hypertrophied, De eit Codie esrtpee hae gone 

See EE ot tha lah, veolstla ws wok pomeeces 

the other Roget” detect, except ‘Tawa, cone’ site is 
aorta and aortic system and which have only a 

TTagnced daring life. aaa ia coceal anal 

been life. The dulness in the second space 

to under Pulmonic Stenosis is also of value. 


Defects of the Auricular Ventricular Septum; De- 
fects of Auricular Septum; Open Foramen Ovale. 


Tnasmuch as 44 per cent. of the autopsies upon individuals who 
during life showed absolutely no signs of cardiac disturbances reveal 
a patency of the foramen ovale, the diagnosis of the condition as an 
uncomplicated entity should be made with great reserve. This con- 

defect is generally found to exist in connection with other 
ects of a congenital nature (stenosis of the pulmonary artery). 

Cyanosis has been found in all the cases in which autopsy has 
geese Tn a case recorded by Foster, there was cyanosis with 

a varying systolie and presystolic murmur at the sternal end of 
the third or fourth costal cartilage. 

Walshe says that it can hardly be asserted positively that a 
patency of the foramen ovale may of itself cause a murmur. 


Congenital Deficiency of the Ventricular Septum— 
Maladie de Roger. 

Autopsies have shown that this condition may exist during life 
without giving any signs of its presence. Moreover, it is so often 
abiead wi other congenital heart anomalies, such as stenosis of 
the ilmonary artery or ostium, that the signs of the ventricular 

must of necessity be obscured by those of the complicating 


has been present in some cases of uncomplicated ven- 

tricular septum defect (Miller) and absent in others, It is present 
in the eases complicated with pulmonary stenosis, 

Mormur.—According to Roger, a loud systolic murmur is beard 

over the whole precordium, toward the median line, over the upper 








Nena, Piety pts 
under observation. ates Ath four years ol 


complain of pain, palpitations, or feelings of uneasiness in the 
as adults sometimes do, and therefore unless the is ca 

aoe ened se A Tomine pevoedats, tbe aici Oa ocar= 
itis will eseape observation. The most interestin; i . o- 
which begin with all the symptoms of an attack of i 
tonsillitis. There are fever, rapid pulse, and an increase ona 
respirations to 36 or 40. The fever, however, does not plrerrse 
the time occupied by the course of one of the above affections 
ee high, 103-104°-105° F. (39,.4°-40.5° C.), Dwi i ming 

remissions, In such cases a most cal 

of Shin longs and other organs, fails to reveal pete prere 
‘The heart, however, shows the presence of endocardial inflammation. 
Tn some obscure cases, there is an increasing pallor with a ligt 
rise of a half a degree or a degree in body temperature, which 
continue for days or even weeks and give rise to a suspicion of 
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disease. bi , and dilatation of the left and 
OE a 5 ma 
occurred in a ease of recurrent endocarditis. Thus the temperature 
is not at all characteristic. The heart in children is extremely ir- 
regular. It may vary from 60 to 120 per minute within a few days, 
and may vary at different times of the same day. Under such con- 
ditions it may be surmised that there is a myocarditis, The res- 
pirations are increased. The children do not complain of the heart. 

In pneumonia, scarlet fever, and measles, endocarditis is 
masked by the symptoms of the primary disease. 


Septic, Ulcerative, or Malignant Endocarditis. 


This form of endocarditis is rare in infants and children. Adams 
collected from the literature 47 cases in children, The sexes were 
about equally affected, Three cases were congenital and 8 were 


Gap... 
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gallop-rhythm, were observed. e latter case was seen in bese 
pital service. The child, a x eit of nighk pace tal ee 
three weeks previous to her mn. She had apparently 
had sat up in bed after ten days, and was about. entre = 
admission the temperature mounted to 104° F. (40° C.), she 
ited, and had diarrhea. The child showed much prostration, 

on examination an area of consolidation was found in the oe 
lung behind. Sbe had an active endocarditis giving a mitral sys~ 
tolic murmur. The liver and spleen were large; the tem 

rose and fell twice daily, chills and dyspnevic attacks reocianaaen 
rise. The temperature subsided to the normal or subnormal after each: 
rise, There were nausea, vomiting, and signs of cardiac failure. es 
heart did not at first show any enlarged area of dulness. After a 
days the left ventricle showed an increased area of dulness to 
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extent of 2 to 3 centimetres. aps The nel snow ta 
wa the Ses Muhelgnioae) ipsa ee iets 
extreme 
heart, showed 


the presence of cardiac signs, the prostration, the fluctuations 
in temperature resembling those in sinus thrombosis in ear disease, 
the onset of chills and delirium, the presence of petechiw, and 
lastly on the results of examination of the blood for bacteria. 


illness a od during which phlebitis with thrombosi 
veins of the neck and arms on both sides and edema of the eorre- 


and what to be si cont pueblo eto eso 
of the body. gn. est rheranta tocar had tien tote 


Physical 
develops while a child is under observation is indicative of acute 
endocarditis. 


Inspection may reveal nothing abnormal, or there may be extreme 
irregularity of the action of the heart. There may be increased 
action, as evinced by visible pulsation over the cardiac area, 

Palpation also may reveal nothing abnormal; there may be a 
thrill over the apex. 

Percussion at Tirst reveals nothing. In pome cases there is = 
slight dilatation of the left ventricle (Steffen) as the disease pro- 
a. T have seen this dilatation in cases in which the condition 

existed for a week. During convalescence the dilatation may 
retrograde and the heart confines return t their normal limits, 

Anuscultation—In the majority of cases, a soft systolic murmar 














452 DISEASES OF THE HEART AND PERICARDIUM, 


cardiac disease of a very mild and absolutely quiescent type, exhibit 
a persistent pallor which does not yield to drugs. Children without 
other symptoms complain of headaches after slight excitement, Ex- 
amination will, in these cases also, show a slight hitherto unreceg- 
nized chronie cardiac valvulitis. Slight edema of the eyes whieh is 
persistent should direct attention to the heart. 


Fig. 134. 








Chronto cardiac disease; dilatation of the right and let ventricles 
Boy, six years of ae 


Epiguatrie pulsation, 
Many cases without any other signs of chronic cardiae disease 
show a slight evanescent trace of albumin in the urine, 
There r be 














absolutely no signs of cardiac insufficiency or 
change in the physical character of the organ. Children with signs 
of quiescent cardiac disease often have obscure attacks of faintness 
and vomiting, following every little excitement. 






There are also the rheumatic recurrent cases of endocarditis in 
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eases. ‘s 
ascites appears, the patient should be promptly ta) to re 
circulation and the abdomen supported by a binder. If 

itic effusion at the same time, it should not be disturbed. 
telief of the abdominal distention, the pleuritic effusion often 1 


Bronte 5 is ve ent in infancy and childhood. Most — 
of the knowledge i ogee has been obtained from a study 
of the disease in young subjects. ‘This is due to the fact that in 
early life the heart is especially exposed to the deleterious action of 
the toxins of the infectious diseases, Myocarditis is a 
or inflammation of the muscular substance of the heart, to 
the action of poisons (phosphorus) to the toxins of bacteria (as in 
the exanthemata, typhoid fever, diphtheria, pertussis, sepsis, osteo~ 
myelitis), or to the changes consequent upon disease of the peri- 
eardium, or endocardium, of rheumatic or infectious ori; 
Anatomy.—I? there is degeneration of the myocardium, 
only the muscular fibre may be the seat of fatty changes. There 
is an increase of fat drops in the muscular tissue of the heart, In 
advanced conditions, the fatty changes are apparent to the nuked eye 
as a yellowish discoloration beneath the endocardium. In other cases, 
there is a granular or hyaline degeneration of the muscle fibre or 
a vacuole formation. The cell protoplasm becomes cloudy, hyaline, 
loses its striation, and disintegrates or is replaced by drops of fluid. 
This oceurs in diphtheria, typhoid fever, pneumonia, chronic eon- 
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Pericarditis is an inflammation of the pericardium due— to infeo- 
tion, which may take place through the blood- or | 


doubt. It is therefore to be regarded us secondary to other condi- 
tions or the result of direct systemic infection, 

Occurrence —Pericarditis occurs in firtal life (Billard, Tardieu, 
Heiter) ; Bednar describes cases in newly born infants ; it is common 
in infauey and childhood, Steffen and Baginsky describe a number 
cases occurring in infaney. Of 66 cases of pein ae 
dren, Baginsky found 20 to oceur during the first year of life. 
next greatest frequency was between the first and the fitth poms 2 

Etiology.—The majority of cases occur as complications of acute 
articular rheumatism (Steffen, Friedreich, Bauer, Baginsky), with or 
without chorea, Tuberculosis and pleuropneumonia rank next as 
etiological factors. Pericarditis occurs in the exanthemata, searlet 
fever, measles, and typhoid fever. It may complicate pertnasis, 
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inopericarditis has been bariny in 
Ree) at autopsy, nor does the so 
assistance, sinee it is present in other 


Asai 3 pericarditis, there are the pees 
agerlknage se forms and the forms with effusion 

igus of the dry pericarditis and ise othe ft tage 
effusion are practically identical and may be 
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Tnapection —In dry plastic pericarditis and the first 
rditis with effusion there may be no signs to be det 
ion, On the other hand, there may be an increased 

it to the eye, over the whole eardiac area to the left. 

takes place, little or no pulsation can be made out 

eardiac area when the patient is in the recumbent positi 
‘There may be distinct bulging of the cardiac area, varying with 
amount of fluid present. No localized apex impulse is visible | 
the amounts of fluid are large. There may instead be a 
pulsation over the area of the apex and toward the sternum, 





PERICARDITIS, 


cist ete aoe sere ie Rants asus ai ore he nea 
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but the area of absolute dulness indicating effusion extended beyond 
the apex, four cubic centimetres to the left of the mammillary line. 
The effusion disappeared and the apex then corresponded with the 
line of dulness of the left ventricle. 











arelyedi i 
great vessels or indistinctly over the precordium. A knowledge 
of these facts is important in making a diagnosis of fluid in 


tion of fluid. Plenropericardial friction sounds are rough or 


movements of the lung. They are intensified on expi 
ee pear when respiration is momentarily . They may 


The diagnosis of pericarditis can only be made from the physical 

signs. Tn dry plastic pericarditis and the first stages of pericarditis 

effusion, the friction sound is the diagnostic sign, If a peri- 

cardial friction is once obtained, careful wuteh should be kept for the 

of fluid. It is not possible at the outset to differentiate 

a bey pericarditis which will remain as such, from the first stage of a 
pericarditis with effusion. 

Tn the stage of effusion, small amounts of fluid will sometimes 
eseape diagnosis. This is likely to oceur if a process such as 
empyema is in progress on the left side. The first stage of a peri- 
carditis may escape diagnosis if the friction sound is evanescent, If 
the effusion appears in considerable quantity over the great vessels, 
percussion is made in this region, especially to the right side of the 
sternom at the level of the second or third space, for an increase in 
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yelitis, are fatal. 
treatment of the dry fibrinous forms of pericarditis 






uous, smi 
ication of an ice-bag over the precordial region are the most 
ive remedies. Some authors believe that the ice-bag is also a 
very powerful means of limiting the inflammation. In iT 

or choreic eases the salicylate of sodium is given, or if this disagrees: 
with the patient, the ordinary bicarbonate of sedium in doses of - 
grains x (6.5) three or four times daily. Perfect rest in bed, 1 
after the process has run its course, is indicated, on aecount of the i 

effects of strain on the heart after the myocarditie changes which 
are undoubtedly present in many of the cases. 
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nary symptoms. On the other hand, if 
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ise ark 


ordinary aspiration will suffice, but if <eacli tion of 
Taaciay dixie paraceed. ponte camel 8 

pray dese oid ranger ore mn 

t ma} remarked Henoch bec ponte 
bie oes one of his eases, post-mortem examination psa 
stuall saceulated abot illetiua af daid-cbih cadieedly Lhe 
been evacuated by a single puncture. IT found a similar condition 
post mortem in a case in which puncture of the pericardium was 
undertaken, and resulted in puncture of the heart, 


ADHERENT PERICARDIUM. 


Adherent ium is an utination, localized or complete, 
of the visceral cL atten ababars the pericardial ste which becomes 
partly or completely obli The condition follows either a dry 
plastic pericarditis or a swt effusion, in. the stage of 
absorption. In the latter case, if the ion of fluid has been 
observed and the redux fition youu abtalacy, adbedon ofthe pert 
caninum may be suspected from certain signs; otherwise, diagnosis 
even within probable limits would in many cases be an impossibility. 
Tnfants and children who ba ao! an attack of pericarditis, 


The symptoms, especially in rheumatic cases, develop late in 
the disease when myocarditis supervenes. The condition may prove 
fatal by progressive affection of the cardiac muscle, One of my 
eases, of rheumatic origin, showed post mortem no valvular lesion, 
There were complete obliteration of the sic and extreme dilatation. 
The symptoms are at first negative. There may be a friction sound 

an 
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and the heart will take care of itself. If there is an infectious dis- 
ease, such as typhoid fever, diphtheria, or scarlet fever, both the 
heart and the primary affection should be treated. 
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into the ventricles. The of veins in the 
R dapioalet ln preity. either 
Pep pepe ecg nade 
bower reel loa cen Pata 
as in pa or 
leh fetter esevther anette. Eig history: off tes ened sand the 


peel peg The formation of the jum begins after the fluid 
stood for two hours, and is fully completed by the following day, 
Suu udeilly Toaad (ome aiahh to Geir ys before death. 


obtained by lumbar lent, opalescent ish hite, 
jumbar puncture is puru t, grayish-w! 
gray le, or brownish (hemorrhagic). Exceptional cases give 
a fluid. ‘There may be a spontancous coagulam eS 
that seen in tuberculous meningitis. 
Epidemic and Sporadic Cerebrospinal Meningitis—In the early 
stage of this disease, the fluid may be quite clear with suspended 
microscopic eeliment. Tt may also be cloudy or thick, ereamy or 
bloody. It may at first be and later in the disease become 


purulent (Councilman 
promi , —This gives « clear fluid with no sus- 


peel particles visible to the eye, although microseopially there may 
Pfaundler in one of his cases obtained a fluid which 

was cl heenuse of the admixture of leucocytes, 
Tumor of the brain gives a clear fluid. [ have bud a case of 


this kind. 
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THE OPERATION OF LUMBAR PUNCTURE. 471 


be brought to bear on the neck, since in in cerebrospinal meningitis 
or in the basilar form of meningitis in which there is opisthotonos, 
serious injury to the neck may be caused, The spine is curved 
from the shoulders and pelvis. The needle, having been hip 
boiled, is introduced n the median lite between the spinous 
processes and is ‘irdetall upward (Plate XTX.) When it is in 
the canal, it is pereeived that there is a lack of 

resistance, and that the point of the instrument is Fie, 136, 
free. The canula is withdrawn and the first 

caught in a sterilized test-tube, A second test-tul 

is substituted for the first after a few drops of 

Moody fluid have been allowed to flow ont, and 

from 10 to 50 ce. of fluid are withdrawn, the 

amount varying with the pressure. If it Hows 

drop by drop, 20 e.c. are sufficient for ge i 

purposes and also to relieve the there 

is opisthotonos and the fluid Fae flow well 

at first, cautious straightening of the neck will 

facilitate the outflow. In infants, the fontanelle 

is a good guide in guuging the pressure. As soon as 

a few cubic centimetres of fluid have been withdrawn, 

the fontanelle will be felt to be considerably flattened 

and relaxed or even depressed. Heubner has with- 

drawn 100 ¢.c., bat the removal of such 

quantities is unnecessary and may be followed by 

hyperpyrexia and collapse, I rarely withdraw more 

thin 20 ce. If there is a dry tap, the canula 

should be withdrawn and 4 second attempt made on 

the following day. A dry tap may be caused by a 

fibrin clot or by the falling of the canda eqaina in Trocer and carla 
front of the opening of the canula, ‘The fluid may fvoauen 
be viseid and refuse to flow. In that case the flnid 

should not be aspirated with a syringe, since in the experimental 
laboratory this method has been proved to be hazardous, If ear- 
ried out as above directed, I have never seen any ill results from 
the operation of Jambar puncture. After puncture, the canula 
is rapidly withdrawn and the wound dressed with iodoformized 
ganze. 

Indications for Lumbar Puncture.—Lumbar puncture is per- 
formed in the various forms of meningitis for diagnostic purposes, 
to determine the charneter of the fluid, It is not always an easy 
task to decide whether it should be resorted to, The decision 
is especially difficult in private practice, where the procedure is 
regarded with dread. Any marked disease of the lungs should 
first be excluded. In many cases of pneumonia the cerebral symp- 
toms are marked. Only very marked symptoms of cerebral press- 





will be discussed under the headings of the various 





: affections, 
as ismus, tetany, or epilepsy accompanied by spasms, 
althou ig are classed as forms of convulsion, ‘The acute — | 
conyulsions of infancy and childhood are acute a ir | 
inbimenacel "They ooour chiefly during the first half-year of alla | 
Fully four-fifths of the cases oecur before the end of the second 
ee). They are uncommon after this period, but a child” 
that had convulsions in infancy is likely to have them on the 
eThe 


provoeation up to the fifth year, 

pathogeny of convulsions in infancy and childhood ix the 
same as in the adult. The explosions are due to irritation of the 
centres in the ponto-bulbar junction or in the area of 
(Hughlings Jackson). The starting-point of every convulsion is the 


cell (Peterson), ‘The peculiar constitution and unstable state 
of the nervous system in childhood make children particularly sus 






























INFANTILE CONVULSIONS, ~ 473 


rely acute | 
i are subject to convulsions, because the eranial 
bones are utaeebins Elsiisser’ 


toxemia and tem reaction on the ganglion cell. Any infec- 
tious disease, Sai stecade Ari itis, ‘ke exanthemata, influenza, 
pertussis, mumps, may be us! in with a convulsion, Convulsions 
sometimes take the place of an initial chill in in and in 
malarial fever, Any infection from the gut, such as those due to 
indiscretions in diet, and gastro-enteric disease of any kind, a 
cause a convulsion, Children who eat an excessive quantity 
meat are particularly subject to these seizures. Poisons circulating 
in the blood or a traumatism caused by a fall on the head are apt to 
cause convulsions in susceptible children ; uremia frequently eauses 
convalsive seizures, In acute or chronic nephritis, the urine should 
always be tested. Dentition is frequently mentioned among the 
causes of convulsions, Since dentition in a normal infant is devoid 
of symptoms, it is stretching theory to ascribe infantile convulsions 
to irritation of the trigeminal branches. The ascceptation of this 
espa Ai babar pee waeglag wise re Ss youn otitis 
tion is an eclamptic seizure to be overlooked. A. severe hemorrhage 
causing an acute cerebral anemia may give rise to a convulsion, a8 
may also morbid growths of the brain or cord. Convulsions of the 
latter form are hardly to be included in the practitioner's conception 
of infantile convulsions of the acute type. 

Morbid Anatomy.—Kussmau! Tenner have demonstrated 
that there is un acute anemia of the brain during convulsions, On 
the other hand, it often happens that the convulsion is the cause of 
the bursting of a cerebral vessel. Tn such cases, the signs of cerebral 
surface hemorrhage are present at autopsy. In other cases, although 
death has oceurred during a convulsion, nothing is found post 
mortem but an edema of the brain substance, of doubtful origin, 

Symptoms.—The majority of convulsive seimires in infants and 
children are single. In certain eases the convulsions are repeated and 
extend over a prolonged period. The latter are not cases of simple 
aoute infantile convulsions, The symptoms of acute eclampsia are 
sometimes so very slight as to be searcely noticeable. Only a very 
observant mother will see a slight twitching of the lips and eyelids, a 
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patients become melancholi 
Among the manifestations of hysteria in children is the so- 


Suiggestio 

by bh is in my opinion doubtful. I have seen true toxic 
di, in neurotic children diagnosed as nervous or hysterical. 
One case oceurred in a boy of six years. Some young girls have 
attacks in which all varieties of poses are assumed in the nude state. 
have seen such a case in a highly intelligent girl of nine years. 
During the morning bath, the child had a desire to assume the most 
grotesque poses. 
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Duration and Course.—The symptoms of hysteria are not neces- 
but are likely to recur after excitement or nervous 


sarily permanen 
strain of any kind. 

The treatment of hysteria in children is based on the seme gen- 
eral principles as in the adult. The child is, if , removed 
from exciting surroundings. Studies are and bad 
such as masturbation, are, if possible, corrected. The effect of good 
food and outdoor life is marked. Hydrotherapy and massage achieve 
their greatest triumph in this affection. 


TETANY. 


( Tetanilla > Artheogrypoei. ) 

‘Tetany is an intermittent or persistent, more or less painful, tonie 
spasm of groups of muscles of the upper and lower extremities. 

Forms —John Clark in 1815 described this 
say in baci seprse ie kp sae eens Satire 

Ganghofner have com its symptomatology, In children 
it is most common from the fourth to the twentieth month, There 
are two distinet forms. In the first, the contractures are intermit- 
tent, and come on at intervals, the patients being free from muscular 
spasm in the intervals. The second form, now accepted by the ma- 
jority of writers as the sume affection ax the former, is that in which 
the contractures are persistent. 

The etiology of this affection is still very obseure. Tt occurs 
most a ee in the winter and early spring. In my experience 
in an latory clinic, it was customary to see these cases appear in 
groups in the early spring months. ‘The affection is seen under the 
most diverse conditions, Fully 63 per cent. of the cases are rachitic 
(Fisehl). The percentage of rachitis must, of course, vary in differ- 
ent countries, but the cases coming woder my notice have been chiefly 
of that character. The condition is not, as is frequently supposed, a 
rare one. I have regularly seen a number of these cases yearly, 
Many cases of tetany are not recognized ax such by the physician, 
Cold, entozoa, infections of the gut, chronic intestinal disturbances 
of all kinds, mobitis, an enlarged thymus (Escherich), have all in 
turn been regarded as ctiological faetors. On the other hand, the 
general trend of opinion is to attribute the affection to a toxwmin 
probably originating in the gat and expending itself on the peripheral 
motor nerves. Fully 73 per cent, of Fisehl’s eases had shown in- 
testinal disturbances, The fact that the condition oceurs in early 
ini and in some respects resembles a normal state, to be de- 

later, will account for its being frequently overlooked by the 


CHAN. 
Morbid Anatomy.—No definite account of the changes in the 
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The brow is wrinkled, and the face has an anxious expression, if 
the muscles over the zygoma are tapped, there is an instantaneous 
contracture or spasm of the orbicularis palpebrarum. In some cases, 
if the museles of the face or the forehead are tapped, there is an 
instantaneous contracture of the muscles of the face, and some- 
times of other muscles of the body. This is called the facial 
phenomenon of Chvostek. If the nerves and arteries at the bend 
of the elbow are compressed, the characteristic tetany position is 


Fig, 137. 





‘Tetany, Extension af the fingers, flexion of the arms, flexion of the toes, Child, eighteen 
months of age. 


produced in the muscles of the hand and fingers. This phenomenon 
was first noticed by Trousseau, and bears his name. Erb established 
the fact that there is increased irritability of nerve and musele to 
the faradie and galvanic current. If the muscles or neryes elsewhere 
in the body are tapped, or if pressure is brought to bear at the point 
of exit of the nerve-tranks, there is an excessive irritability to this 
mechanical stimulus. The knee reflex is increased. 
mn 
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able features ; Escherich lost 37 per cent. of his cases. 
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an Milk is suspended until 
mixed bromides of potassium, sodium, and ammonia. 


ech ode cows in evden The 
asc may be complicate with other ations, such as tal 
Tf such is case, the outcome is, as in the 


disease, fatal, Epidemics in hospitals for children present unfavor- 


eaten the tient is given a high enema onee a 
hag movements take on a more 

appearance. The infant is kept under the influence 

If there is 

eclampsia or increased irritability, a warm Lath is given at least once — 

a day. The patient is kept quiet and not disturbed much. 

Siueeseb ta stedigthea'the limha should be made, since it causes 


‘The bowels should first be evacuated, Calomel is 


If there is” 
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in the lower extremities. Either extremity on being lifted into 
air would stay there for a se Tih eink oe 
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Myotonia if neonatorum is a term applied by 
repo ip tcer py Mesa infant to ing 
fingers, arms, and lower extremities. There is a slight rigidity 
which is a hy aieity of the muscle, and which laste ts until the 
third month. position closely resembles that of the extremities 
of the firtas in utero. The myotonia is ted if the infant 


the normal andthe abnormal sinter of he peiphral nerve are 
borne in mind. =~ 


CONGENITAL STRIDOR OF INFANTS. 
(Titomsox.) 


This mre condition has for a long time been classified by writers 
as a mild form of laryngismus stridulus, T have seen one case in 
which there was also laryngismus. The affection is a distinct one, 
is Seals mages ital, and appears soon after birth. Some years 
pd Saal se a ease of the kind before the Pediatric Section of 

Academy of Medicine of New York. Since then I have seen a 
number of cases, and have records of four which I studied. Thom- 
son has fully described and studied the affection. The infant is 
usually in other normal, bat I have seen the condition in 
infants with signs of rachitis, The ages of the patients varied from 
‘nine weeks to twelve months. In one case there was a history of 
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terminated fatally an ed thymus aged found. On the 
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‘The paroxysm may begin with a piping, inspi sound. —Apniea 


ite~ 
ment, a draught of air, or by pressure on the larynx. They are 
of all degrees of severity. Some infants show a form which is 
oft wnt Fed cas ean breathing, 
becomes cyanosed, clenches the hands, and shtesiae 16 pant inh on 
eclamptic paroxysm iratory apna), when suddenly a deep 
TA pre gg igre ogee Some cases of the 
classical form have eclamptie seizures. There may be 
especially in the form deseribed as expiratory apnoea. 
cui a prec derbegdi tet drones that the ‘is and the 
museles of respiration will fail to , i 
vulsions, The number of attacks of spasm of the glottis may reach 
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ing the classical one just detailed, the spasm involves not 
only the ‘is, but also the diaphragm and other muscles of respi- 
ration. 
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state lasting for fully ten minutes (Henoech), It is difficult to 
the degree of consciousness during an attack, bat even in 
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Adenoids are supposed to be an etiological factor, but this is doubtful. 
becisedlaaiar dhe beef that children, after having com- 
mitted some error in diet, awake with the symptoms aboye described. 

The prognosis ix good. The affection never precedes insanity, 


should not be too active mentally during the i Visitors 
should be restricted to certain hours. Play and sport in the open 
air are indicated. The school tasks of older be 
completed in the afternoon, 

CHOREA. 


Chorea is a nervous disease characterized by irregular involuntary 
movements or twitehings oT enndiecell ahi aceon roe erie 
Tt is accompanied by muscular weakness and mental distarbances. 
Tn some cases there is endocarditis, 

Classification.—Chorca minor is an acute disease described 
Sydenham. Chorea major is a hysterical disorder ; under this 
ing are included the chorea electrica, and the dancing mania with 
rhythmical motions, of the Middle Ages, 

Chores insaniens is the fatal form of acute chorea minor. 

Laryngeal chorea is a hysterical affection (Gowers). 

Choreiform affections or pseudochoreas comprise the eases of tic 
conyulsif of French writers and other forms of habit-spasm, local 


or aor 

n addition there are forms of chorea which are symptomatic 
or secondary to infantile palsies. Huntington’s chorea is a chronic 
progressive affection of « itary nature, 
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The majority of the a cases are mild. 
39 per cent. of my hospital cases showed a cardiac lesion (endocar- 
Set See a Sipe ont ok (te suilalabiay ae es ear 





tional murmurs heard at the base and over the 5 appaictag area, 


early or late in the disease. A gentle blowing at the apex which 
is heard to the left of the sternnm and is not conducted into the 
axilla or arterics is heard late in the affection, and is undoubtedly 
hwmic or myoecarditic (Osler). I have heard these murmurs in 
many cases and have come to the same conclusion, Murmurs 
may also arise at. the tricuspid orifice. The organic murmurs are, 








wiet for fear of a recurrence of symptoms. is i 
fps SF cece ihe the heart has been the seat of a 
carditis. 








Chorea Insaniens. 


Chorea insaniens is a term applied to the severest form of chorea, 
A large number of these eases run their course with deliriam and 
high fever. It occurs especially in female subjects. At the outset, 
there may appear to be nothing more than an ordinarily severe 
chorea, but the patient rapidly becomes worse. Delirium with hallu- 
cinations sets in, finally giving way to incoherency and mania, _ 
patients are in incessant motion, and do not sleep at night. The fever 
may mount as high as 107° F. (41.6° C.), The eases are in many 
instances fatal. Osler gives a résumé of some fatal cases. I have seen 
2 fatal cases of this form. One case occurring during my service: 
as interne at Bellevue Hospital was that of a girl of twelve, who 
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RHYTHMIC MOVEMENTS OF THE HEAD ASSOCIATED: 


WITH 
( Head-nodding ; Sparans Nutass ; Ggromparm.) 


Nystagmus alone is quite frequently observed in infancy and 


childhood. 
Rhythmic 

constitute 
The 

and rachitic 





affection. 
is functional and occurs in poorly nourished 


movements of the bend associated with nystagmus 
jc imfants whose nerve resistance is diminished. The 





also be ie ithe = vertical, ori ‘orm 
pet Me aoe cleans it 


yearly. Some of the infants are quite bright and well nourished. 

This statement agrees with that which Thomson recently made. 

fee rt, ee 
mson). 

The etiology of the affection is obscure. It is usually coincident 
with the period of dentition, but may appear as early as the third 
month, Some of the infants live in dark, squalid quarters, and the 
affttion as been attributed to eyestrain caused by the infants 
attem| fix a light as it lies in its crib. This theory would make 
the al i similar to that frequently seen in miners (Mag- 
nus). Some of the patients that T have seen lived in well-lighted 
: Rach of Thomson’ 

itis was present in most of my cases. "8 experi 
ence was similar, Henoch gives a physiological explanation of 
combination of nystagmus with the rotary movements of the head, 
by pointing out that the root nuclei of the nerves of the muscles of 
the neck and throat which rotate the head are adjacent to the ocular 
nuclei, and that any irritation of one set of nuclei may affect the 
other. This hepa has been generally aceepted. 

Treatment.—The cases as a rule recover. They are given out- 
door air, correct food, and a general course of treatment for 
the. rachitis, jorus ix given as in rachitis. I have also 

the bromides of potassium and sodium, grains v (0. 35) 

three times daily, but cannot say that they have had curative 
The cases certainly improved in time, The blindfolding 

+, get ie by only stops the rhythmic movements of the 


bee. Gan 








Chronic Internal Congenital Hydrocephalus. 
‘The accumulation of fluid begins in utero. The quntinseieae 


may be small and may afterward increase. It may be large enough: 


ology. 
ism, syphilis, and tuberculosis of the parents have been regarded as. 
| i = causes, but infants thus affected may be born of per- 
ly y parents. Sometimes several infants with this c 
are born to one mother. 
Morbid Anatomy.—The quantity of fluid accumulated in the 
ventricles varies. The fluid is perfectly clear and hasa specific gravity 
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e toxic nature of the disease, He is inclined to 
idiocy as a form of infection originating in the intestinal canal. _ 
The are divided as follows: (1) Psychieal pce 
to complete idiocy, (2) Weakness, ronlting after 
patulysis. (3), A normal, diminished, or 
state at the “7 reflexes. (4) Increasing blindness with 
monic changes in the region of the macula lutea (Tay and 
Spot), with optic neuritis. (5) Marasmus. 
history of all the cases is practically the same. The infant 
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lira ee a pw erp ea Noehe Pen Seabee 
indifferent to its surroundings. I) eyes ‘there. 
toni tant sup or hold the bead peg 
back, when an attempt is made to cause the 
infant to sit upright. Many of the infants ery constantly, at the 
cia ee eee eel See ‘The lower extremities 

pescbace Sin a = oe complete paralysis (diplegia). In other 
cases, there may at intervals be a spastic rigidity of the lower extremi- 
ties, alternating with a lax condition. wulsions are absent or 


ished. Tn the spastic cases they are increased. After the first year 
the infants become totally blind and completely idiotic. They finally 
bein simi stl Gio after the eaaie’ "year widh the reaps 
of advanced infantile atrophy. Occasionally there are nystagmus, 
strabismus, and hyperacusis. Deafness supervenes in many cases. 

electrical contractility of the museles may be normal or, as in 
one of my-cases, diminished. 

Ocular bos aubenesl ae eadreae oneal 


oller, Heiman, and in my cases. They are invariably present at 
some period of the disease, but may only a a ight 
ee Onsen’ peceenk thay: ix: the Gagandha sachs 
eee tales a's chanel wee coe alte ote 
area at the region of the macula lutea, I have seen 8 cases in which 
ri fel gem Optic neuritis is also present toward the close 


© ices a not difficult after a study of the symptoms, 
an infant is brought to the physician with a ie startin! 
health and intelligence up to a certain time, after which weak- 
nese and loss of interest in its surroundings set in, with inabili 
to hold the head upright, the fundus of the eye should be examined. 
Tf Tay-Kingdon's spot is found, the diagnosis is fixed I have 
lately seen a number of cases in which the ie symptoms were 
There were idiocy, increase of reflexes, complete or 
total blindness, and hyperacuity. I have watched ‘infants with 


these sym for a long time and failed, even with expert aid, to 
Kcingdon's spot. In these cases there was probably -a 


er 
ie 
1 


. 


The prognosis is invariably fatal. Of the 27 cases of Sachs, 
only 1 lived to the age of six years, Most of the infants die before 
the end of the second year 


TUMORS OF THE BRAIN. 


Fully 50 per cent. of the brain tumors in infancy and childhood 
are tuberculous ; gliomata and sarcomata are next in order of fre- 


i 





centre for apericg ele tes | affected if the 
tumor is situated in the inferior part of the parietal lobe. 
Tumors of the OCCIPITAL LOBE cause homonymous 


of 

ing on the side opposite to the lesion and sensory aphasia. The 

kes but cannot understand what is said or repeat 
spoken ; 


Tn tumors of the GANGLIA, there is involvement of the internal 


a movement seen in cortical tumors. 

Tumors of the crus cEREBRI cause paralysis of motion and 
sensation on the opposite side of the body, and py. ape 
ptosis, and paralysis of the museles of the eyeball, except the exter- 
nal rectus and superior oblique. There will be paralysis of the 

ineter iridis and ciliary muscle. There may be paralysis of both 

les of the body, double ptosis, and double oculomotor symptoms. 
The pe yaad of cases are at first unilateral, later becoming bilateral. 
Loss of pupillary reflex, nystagmus, and cerebellar ataxia point to 
involvement of the corpora quadrigemina. 

Tomors of the pons cause unilateral or bilateral symptoms. 
There is hemiplegia or double hemiplegia with paralysis of the 
cranial nerves, There is paralysis of the third, fifth, sixth, sev- 
enth, and eighth nerves of the side of the lesion, with hemiplegia of 











INFANTILE CEREBRAL PALSY. bu 


is ushered in with convulsions, generally unilateral... Whether these 
are or there is unconsciousness | ra few hours or 


The symptoms in order of occurrence are as follows : 

Convulsions.—Coma and convulsions may be present at the outset, 
but may not develop until later in the disease. age Si So 
likely to occur at the outset of the infectious diseases, they per- 
sist into the later periods, epi is likely to develop. I have 
seen a case in which as many as forty convulsions of an epileptiform 
cbaracter occurred daily. A condition of weak-mindedness or com- 
plete imbecility supervenes. Many of these cases are mistaken for 
true epi a 


of the extremities occur. With these changes, 
teristic disturbances of motion. There is the gait of the 


been stated, the children may be born with contractures, A 
spastic paraplegia with athetosis in the upper extremities indicates 


Reflexes.—The reflexes are increased. There is no atrophy 
of the moscles as in infantile spinal aoere or it is at most slight. 
With the ataria, there are athetoid movements first 


a marked. 

eases, there are cataleptic phenomena, In all cerebral palsies of 
whatever origin, paralysis, rigidity of museles, contractures, and 
increase of the deep are constant features, 

Diagnosis.—Intra-uterine and birth palsies give a distinct his- 
tory of early development. If a ere © 2 main 
after a normal labor, it isto be classed as possibly intra-uterine, 
Both prenatal and birth palsies are likely to be diplegic or para- 
plegic. As a rule there is mental deficiency. Paralysis may be 
complete, or, as in one of my cases, searcely noticeable. Double 
athetosis is indicative of double hemiplegia, and may even take the 
- nat of paralysis, Choreiform movements are frequently mistaken 

chorea. They are unilateral and combined with exaggerated 
MWflexes and partial, slight or marked paralysis. Apbasia of cerebral 





open with calomel. In cases in which there ix 
i and the various forms of ly 





FACIAL PALSY. | 

( Bell? Paralysis.) : | 

Paralysis of the facial nerve is quite common in infancy and 
childhood. As in the adult, the distribution and etiology of the — 


paralysis vary. a 
ee facial paralysis observed in infants who have been dative 
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with forceps is a pressure paralysis. It may affect the upper or 
lower branches of distribution. The prognosis of this form of paral- 


Pra, 143, 








Facial parslysis, loft side, tbourmatio form. Cilrl, allt years af age. 


Fig. M4, 





Pacial paral yets, rheumatic: term, showing liability to close the eye. Girl elght years of age. 





ysis as a rule, very good. Recovery takes place after a few 
weeks, Some cases do not thus recover; there should therefore 
33 














Facial palsy complicating otitis. Infant, seven months of age, 


months of age, The facial nerve is affected as it passes 
the jan canal. Caries of the bone, pus, or sw 
the vicinity of the canal, will cause this form of paralysis, 
therefore a species of pressure paralysis. There may be no 
tinct collection of pus in the mastoid cells, but, when 
up, the mastoid is found to be filled with granulations. 
perature, tenderness, and redness over the mastoid should © 
as reports of retropharyngeal abscess in which the 
a ease which th 

facial pee wae santa! yy peemnre on the nerve ne 1s coe 
the stylo-mastoid foramen. . 
Another form of facial palsy is that seen in basilar disease of — 
the brain. The facial palsy seen in tuberculous meningitis and 
sometimes in the non-tuberculous variety is of great diagnostic 


MULTIPLE NEURITIS, 


im This paralysis is not always marked ; it is 
alight paresis with tio italia of te eh tce ne side 


denied The patient should fase fl unawares 
perfect rest. The facial palsies with cerebellar tumors and tumors 
of the pons have been referred to in the section on Tumors. 
ive facial palsy in infants and children is likely to occur 
after the radical operation on the mastoid, if the operator is not a 
thorough anatomist. T have felt that this accident could be avoided. 
After an operation on the mastoid T have seen mild facial palsy, 
consisting of a very slight lagophthalmos with slight flattening of 
the facial museles, which disappeared within twenty-four hours, It 
re due to pressure a the nerve during the sean 
Isy falloy a mastoid operation is, as a rule, due to 
actual ean frtote nerve, and to its partial or total destruc- 
tion. The paralysis in such eases is permanent. 
The treatment of ficial palsy in infants and children is deter- 
mined by the origin of the palsy, and is essentially the same as in 
the adult. 


MULTIPLE NEURITIS. 


This is an affection in which several or most of the peri 
nerves undergo degeneration of an acute type. The eevee 
are, ax a rule, symmetrically distributed. 

Etiology.—The disease may be caused by the poisonous action 
of drugs, snch as lead, arsenic, and alcohol, It follows the infectious 
diseases—measles, diphtheria, typhoid fever, influenza, and malaria, 
Tn such cases the degeneration is due to the action of bacterial 
toxins on the preieel nerves. Cold is said to favor the onset of 


the disease, In many cases, it is impossible to fix upon any 
definite cause. 
Morbid —There is an early stage during which there 


Anatomy. 
are hyperemia and swelling of the sheaths of the nerves, which may 
be the seat of minute hemorrhages. The nuclei of the sheaths are 
enlarged. ‘There is an increase of connective-tissue cells between the 
herve-sheaths, and also of round and spindle-shaped cells between 
the perve-fibres, ‘The changes in the nerve-fibres are characteristic 
of nerve degeneration. The muscles may be the seat of parenchy- 
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Sensory Disturbances.—In spite of statements to the contrary, 
it is very difficult in children and infants to elicit exact data as 
to the pain or sensory changes and their distribution. I have 
found evidences of pain on handling the children or attempting 

ae sit. The patients are restless at 
and cry most of the time, and it must therefore be inferred tha 
they have pain, ; 

Course. —The majority of the eases make a complete or almost 
complete recovery. In a case which I watehed very closely the 
reflexes were slow to return, although the child began to sit upright, 
then to stand, and finally to walk. The gait in walking was very 
peculiar. It was a sort of waddle, resembling that exhibited in 
congenital loxation of the hips. The boy, three years of age, 
finally made a complete recovery. 

As a rule, the symptoms increase in severity for from four to six 
weeks ; they then retrograde and improvement sets in. In some 
cases the development of symptoms is rapid, the diaphragm becomes 
affected, and the children die of bronchopneumonia. If the vagus 
is affected, death occurs through cardiac failure. 

Diagnosis —If the clinical picture is studied, the diagnosis ig 




















PLATE XXI. 








Erb's Paralysis in a child twenty-six months of age. 
Atrophy of the deltoid, subluxation of the arm; bony 
prominences marked. 







place within a Peay sma Sortie fob ite 
pase recover ; others undergo atrophy. 
Occurrence.—There is doubt as to whether the disease 
fortal life. Duchenne has reported a case at the twelfth day. 
pee fh cases re aed to be cases of hemorrhage rather than 
itis. ity of cases occurring during the first 

after = sixth month, and three-fifths of , 
tenth year are found to occur during the first three years. Its 
the sexes equally, 

The etiology of the disease is still uncertain, Cases occasi 
occur after exposure to cold, and after a traumatism or a 
disturbance, such as fright. The relationship between these 
posing elements and the disease is probably no more intimate than is 
the case in other affections. 

This disease is very frequent in the period of dentition, but 
since dentition has been regarded as a predisposing ed 
diseases, no close relationship is evident. it ee been 
by Medin, Strimpel, and Zuppert that many of the cases sr 
poliomyelitis occur after or during the course of- the infectious 
diseases, especially measles, scarlet fever, and typhoid fever. Tt 
is probable that some toxin acting through the blood and blood= 
vessels causes the degeneration in the cord characteristic of the dis~ 
ease, It is also probable that the epidemic occurrence of the affee- 
tion is dne to its infectious nature. Medin, Pasteur, Sinkler, i 
Putnam, Chapin, and Zuppert have reported epidemies. 
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after the subsidence of a: ee Other cases have abso- 
lutely no premonitary Stel ger Rig: eget to bed in 
health, but in the morni sen lyzed, Patients 
sometimes suddenly fall, fs pes gsc are found to be 
tees These are probably cases aot wal te spinal hem 

older children pain in the course of the nerves may usher in 

ralysis, Pains in the joints and back may suceeed the parilysis. 
be cases closely resemble those of peripheral neuritis. 

The Paralysis—The paralysis consists of a loss of paves) which 

Seel 


escape, in very rare cases, in which ion or inflam- 
mation ct the medulla and its a be symp- 
toms which simulate those of bulbar paralysis. 

Different sets of muscles may be involved. After the first onset 
of the paralysis, some of the muscles may recover. Thus a child who 
has been unable to sit up ar move the arms will recover the power 
to ee In such cases one leg only may remain permanently 
para 

Paralysis may develop slowly in the course of one or two weeks, 
After that time it comes to a standstill. In a period of from one to 
three months either recovery will take place or the paralysis will 
be complete with accompanying atrophy. 





various forms of talipes. The muscles in front of the 
affected more than those of the calf, The extensors of the t 





ralis, the museles of the back aritonile and the diaphragm 
all be affected. 

Course —The mildest cases rarely make a complete very. 
Death is very uncommon and occurs only in the early stages. — 
may supervene within two weeks from general paralysis or cerebral — 
disturbance. Relapses are rare, second attacks unknown, S 

e—A cord which has once been the seat of this disease 
is naturally susceptible. Gowers states that he has seen chronic 
disease of the cord supervene later in life. Progressive museular 
apr or lateral sclerosis may at some later time appear in the cord. 

of acute atrophic paralysis is good as to life. As 

to the outcome of the paralysis, a prediction can be made only when 
all the muscles which show faradic irritability have recovered. Some 
children who in the seeond stage have shown complete paresis or 
aralysis from the cervieal region down, gradually regain power 
in all of the affected muscles, only one limb or part of a limb being: 




















This disease is characterized by a weakness and press 
wasting of certain muscles, It begins in childhood or early yo 
and involves, as a rule, the shoulder-girdle, the upper arm and pel 
girdle, and the thigh and back. ‘The muscles of the forearm and leg 
remain for a time intact. This atrophy may be associated with true 
hypertrophy or pseudohypertrophy of some musele. The is, 
the trapezii, the latissimi dorsi, the serrati, the 1 , the 
sd arm muscles and supraspinators, are apt to be wasted. The 
deltoids, supraspinati, and infraspinati may be normal or hy; 
trophied for a time. There ave no fibrillar contractions, no 
turbances of sensation, and no reactions of degeneration and visceral 
disturbances, 


















THE LANDOUZY OR DEJERINE TYPE OF THE FACIO- 
SCAPULO HUMERAL FORM OF MUSCULAR ATROPHY. 


This form in no way differs clinically or pathologically from the 
juvenile form of muscular atrophy. Authors include in this elass 
all eases in whieh the atrophy begins in carly life, asa rule, in the 
muscles of the face. The patients have a peculiar SP — 
so-called “facies myopathique.”’ The lips are thickened (* bonche 














Electrical Reaction.—This is altered when weakness sets in, The 
electrical contractility to galvanic and faradic stimulus finally dis- 
appears. 

Reflexes—The knee-jerk is at first normal, It later diminishes 
and finally disappears. It is never increased in a pure case. In one 
ease in my hospital service there were increased reflex at the knee 
and foot-clonus. This case gave a history of a blow across the back. 
Sachs, with whom I saw the case, suspected a complicating myelitis 
of the conl, 

Sensation is unaffected and the sphincters remain normal. 

The course of the affection is prolonged and tedious, The 
disease is progressive. It may be ten or fourteen years before the 
patients succumb, They die of some intercurrent disease. If the 








DEFORMITIES OF THE SKULL AND SPINAL CANAL. 527 


ively. 

Complications. —Chorea, poliomyelitis, myelitis, mental deficien- 
cies, and epilepsy may complicate the affection. 

Morbid Anatomy,—The gray matter of the cord and the nerves 
are normal in appearance. may be slight hemorrhages. The 
neuroglia-cells have sometimes been found to be increased. The 
disease is, however, primarily one of the muscle-tissue. The muscles 
are pale-vellow, are replaced mainly by fat and connective 
tissue. The muscle-fibre is narrower than is normal, although in 
advanced cases the residual musele-fibre may retain its transverse 
striation. Where the muscle-fibre is narrow it becomes granular 
or is the seat of fatty or waxy degeneration and vacuolization. 
Empty sarcolemma-sheaths are seen. 

diagnosis is made from the progressive weakness, the gait, 
and the mode of rising from the recumbent position, The peculiar 
enlargement of the muscles of the calf and Phaaititinn, the atrophy 
of the latissimus dorsi and lower part of the pectoralis, and the 
immunity of the intrinsic muscles of the hand are characteristic. In 
the stage of contracture, this disease differs from congenital spastic 
Sp eens that there is no increase of deep reflexes, 
he prognosis in children is grave. The affection is pro- 
ive. 
wr sreatusht — Much can be done for the patients by means of 
and electricity. In the stage of contractures, while there 
is still power, relief can be secured by tenotomy. 


DEFORMITIES OF THE SKULL AND SPINAL CANAL. 


These deformities do not strictly belong to the diseases of infaney 
and childhood. Only the forms most commonly met are here con- 


sidered. 

The faulty closure of the spinal canal causes a deformity called 
rachischisis or spina bifida. If the defect involves the spinal canal 
in its whole extent, there is rachischisis totalis, The vertebre form 
a shallow canal in which lies the rudimentary spinal cord covered 
with a thin membrane. If the defect of the bony canal is only 

jal, there being a sac-like protrusion of the cord and its mem- 
there is said to be a rachischisis eystica or spina bifida eystica 
or rachivele. 

Faulty development of- the eranial bones with rudimentary brain 
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is called cranioschisis (Fig. 147). If with the cranial defects there 
are defeets of the bony vertebral canal, there is said to be cranio- 
rachischisis, 

Tf there are only partial defects in the cranial bones, with sacen- 


Jated protrusion of the membranes of the brain (pia and arach: 
with fluid in the sae, there is a meningocele, Meni 


Fre, 147, 





Cromtoechiels, Deficiency of the frontal, jmrictil, and most of the ocoipital bones.  Pro- 
trusion of the ertnial contents in shape of @ sac covered by hair and scalp, and containing 
Nuid and brain sutetance. Blindness; idiocy. 


is a sac containing in addition the brain-substance. Enecephalocele 
is a hernia of the brain and pia, no fluid being present in the sac. 


Spina Bifida. 


Spina bifida or hydrorrhachis is a congenital deficiency in the yer- 
tebral lamin, through which the cord and its membra 
in the form of a sae containing fluid. The deformity is most fre- 
quently seen in the dorsolumbar, dorsosaeral, and cervical portions 
of the vertebral canal, It rarely occurs in the middorsal region. It 
is generally single. It may oceur both in the neek and in the 
lumbar region. 

The tumor may be small and only indicated hy a fissure, or may, 
as in Broca’s case, attain a circuit eof 62em. Tt may be flat 
or pedanculated, The latter form is uncommon. The surface of 
the tumor may be smooth or lobulated and uneven, The lobulated 
forms indicate divisions in the interior of the sac. The skin covering 
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be very thin or glistening. It may burst during delivery, 
ick and vascular, or covered its coateican ad | gear 


which the dura lined the sae. The and arachnoid sac, 
The fluid in the sac is serous and colorless or eee Tt is 
alkaline | in reaction, rich in salts, and contains If - 


sac, divided into three forms : 
(a) PM aren opa , in which the fluid in the sae is situated 
cord and its membranes. 
(b) Meningovele hore in which the inner surface of the sac 
is pe by the arachnoid and pia mater. 

(ec) Myeloeystocele, in which the fluid is situated in the central 
canal of the cord. 

The myelomeningocele forms a broad but not very inent 
tumor, which may be found in the lumbosacral, cervical, thoracic, or 
sacral regions. At its base the tumor is reddish, and is covered 
with fine, long hairs. This zone is from 1 to 1} em. broad. In 
the centre of the tumor there is a reddish-brown velvety vascular 
area, the remains of the medullary vaseular zone. The sac is formed 
of arachnoid and pia mater. Its interior is crossed by nerve-tranks. 
‘The cord is drawn outward and some nerves may arise from the pro- 
irs gape et the cord, Saleen there 23 tag accumulation of 

in meninges (hydromeningocele), with an accom 
hernia of the cord el be ; pee 

Sema Chake b the aries Sinus of ean The sac 
is composed of pia and arachnoid, The latter may be much thick- 
ened, The opening into the vertebral canal if large may allow hernia 
of the cord. If the tumor is situated in the sacral region, the interior 
of the sac may contain the nerves of canda equina, 

Myelocystocele, hydromyelocele, or syringomyelocele, is that form 
of spina bifida in which there is a dilatation of the central canal of 
the cord. The dura is lacking in the sae, which is lined with cylin- 
drical epithelium. The spinal cord in part of its extent may be 
found in the sac, or may be found on the exterior wall of the sac 
and end there, It may break up into several bundles. In the 
interior the spinal nerves form a series of loops with their convexi- 
ties posteriorly, They may return into the vertebral canal or may 
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Spherical form of spina bifida lumbalis. st SaaS tee erik ee 


patient takes the recumbent posture it becomes smaller. It also does 
so at each inspiration. 

Tn some cases the functions of the individual are normal, Ox: 
others, the mobility and sensibility of the lower 
affected. Deformities of the foot similar to those seen in infantile 
paralysis are sometimes present. ‘There may be incontinence of 
urine and feces, There are sometimes trophie disturbances, such as 
perforating ulcers. These are of value in the diagnosis of lumbar 
tumors which are apparently lipomatous in their nature and are 
covered with hair (Kirmisson). In such tumors, disturbances of 
sensibility occurring with perforating ulcers and deformity and 
atrophy of a lower extremity are significant of spina bifida. 

Course.—Spina bifida if left to itself may grow to « large size, 
may burst or ulcerate, and cause death by pyogenic infection of the 
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meninges and cord tissue. In other eases a lineal uloer discharges 
pie ciara © yaedamade rape beta a In some cases of 
spina bifida the tumors remain stationary in size until late in adult 
life, In rare cases spontaneous cure results by inflammation of the 
pedicle of a pedunculated spina bifida. 

The of spina bifida is not difficult if what has been 
detailed of the anatomy and symptomatology is borne in mind. 
Museatello gives the following characteristics of the various forms : 


Fre. 150. Fra. 151. 





Difide lumbalis, with 
the FRB sides ao Tacks, on right se io pen eguinovarns oa the 


Tn myelocystocele there is a round tumor with a wide base, The 
tumor is lumbosacral, elastic, translucent, and fluctuating, and does 
not diminish on pressure. Pressure causes tenseness of the fonta- 
nelle, There may be scoliosis, lordosis, abdominovesical fissure, 
and Angad of the foot. 

nm myelomeningocele there is a flat, soft, elastic tumor, either 
lumber, sacral, cervical, or thoracic. It may be complicated by 


+ Figs. 148-151 are fron Kirmisson, 


be 





Wi 
Mei: Avbetsia Neus’ Ant ee 
Oren, it 
5 MA: “Lambalpunetion?? Beitrag mur klin. Med. u. Chir. Heft 20, 


? ring eee ty ‘Trans. Amer. Ped, Soc, 1900. 
ar oy Virch. Areh., Bd. 90. 
Sachs, B.: Nervous Diseases of “Children New Share 1895. 





: : “ Amaurotic Idi 2 Deutech. med, Kinde eer ln 90 

A. : Nenrasthenie u. rie ro, in, - 

on Jez “Infantile —— Spas,” Edinburgh M Journal, 
—— “Congenital Stridor,” British Medical Journal, 1906. 















































tion cian ore 
sae We roe a Se ee 
area of the long and of the short bones becomes 0 
large part of the Jamellie of the cancellous bone is al 
appears. In the flat bones the arrangement of outer and fi 
separated by the intervening diploé is lost. The bone ti 
duced to a few lamelle. At the zones of periosteal and 
ossification, the lamella are replaced by osteoid tissue, 
is a new formation devoid of lime salts. 

The marrow of the osteoid tissue formed from the p 
medullary canal consists of a reticulum of striated conn 
rich in bloodvessels and enclosing free round cells. Ben 
periosteum of the cranial and long bones there is formed, hecan 
these changes, a spongy vascular tissue which is resistant to J 
and may be cut with a knife. While the rachitie process 
lime salts appear in the lamellre of osteoid tissue, but as soon 
disease has spent itself those salts appear in the centre of the 
Complete recovery results in calcification of these lamelli, 
being proliferated leave the bone hardened and very much thi 
The pathological change in the endochondral ossification oun 
an entire absence of a calcification zone. In severe pee 
signs of the deposit of lime salts are absent. There is a widen 
of the zone of proliferation of cartilage cells, and also of the col 
of hypertrophoid cartilage cells. There is lastly an irregular 











WS, 
ihe WA Se enon tlie a glicean ee hy is the zone 
of osteoid tissue in lamelle in which few lime salts are ited. 


thickened, especially at the epiphyseal extremities. The deformities 
of the chest, extremities, pelvis, and spine can thus be traced to 
the tendency of the rachitie bone to bend on pressure and traction. 
The effects of the process on the shape of the cranium and the 
delay in in the formation of the teeth may thus be easily accounted for. 


of rachitis is of the spleen. organ may be very 
pe pee Be ee eee Tn such cases 

liver may also be apparently enlarged. ring life the enlarge- 
ment of the liver may be more aj t than real. The chest, if 
narrow and ceeaget may cause ward displacement and rota- 
tion of that In rachitie infants the lyny les are more 
oo on pation than is normal. 3 er, are never 


gos. 

Brain —Slight or marked hydrocephalus is found in 
rachitis. The relation between “tas ties ment dy ai 

the infant dies of an intercurrent disease, cha of a chronic 
¢catarrhal character may be found in the gut and signs of bronchitis 
or persistent bronchopnenmonia in the lungs. ‘These conditions follow 
the changes in nutrition which cause the rachitic processes elsewhere. 

Symptoms,—The most marked and general symptoms of 
tachitis are changes in the bony skeleton, 

‘The Head.—The shape of the rachitic head is very characteristic. 
The frontal bone bulges, giving the infunt a very prominent fore- 
head. The parietal bones oe 2 flare, caused by’ the formation of 
bosses at lyase centres of ossification. ‘The whole head has a enboidal 











described by Fleischmann, 
of the jaw at the situation of the canine teeth, 4 
on its horizontal axis. 





show erosions, are easily broken, and become carious quiekl 
is due to imperfect formation of enamel or dentine. Some. 
their eruption, the incisors show a well-marked incuryation 
free border, which ia due to erosion or breaking of the tooth. — 
The thorax shows very characteristic deformities, 
the thorax in most cases aeveiaeais the second half year, rae 
continue into the third year. e first marked sign is the appear- 
ance of the so-called rib rosary. This is a thickening of the eosto= 
chondral junction of the rib, in which the rachitie processes 
described are very active. Deformity of the thorax flows aa 








‘While the lateral and ior fontanelles close during the first months of 
ii anterior fontanelle incresses in its lot aaineee and transverse diameter: 
with the of the cranium up to the twelfth mae 


The 
anterior nelle was fint olverved by Elstser,  Alhough ivi. Ke 
sowitr it has been recently proved by Rhode that the contention 
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PLATE XXIIL 





Rachitis. Showing the cuboidal shape of the head, the 
thoracic deformity, the beaded ribs, the protuberant abdo- 
men, and the enlarged lower end of the radius. 
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inward at the diaphragm at each inspiration, In an attack of 
severe bronchitis or bronchopneumonia, the drawing inward of the 
sides of the chest becomes still more marked. In some cases the 
sternum alone is affected. There is a sinking of the sternum, with 
resulting chest deformity. Some forms of rachitis affect only the 
ribs or part of the thorax. While the ruchitie process is in 

rogress, the chest circumference does not inerease; it begins to do 
so when the diseuse has run its course in the thorax, 


Fie. 162. 








= 5 
Rachitic deformity of the spine Uniform curvatare backward, 


Pain—When the infant is raised from the chair or crib, it 
cries, This is the result of the painful nature of the rachitic process 
in the bones, Forcible percussion of the chest will cause pain. On 
account of the deformity of the chest and the consequent interference 
with its physiological functions, the lung is prone to contract in- 
fections, sueh as bronchitis and bronchopneumonia. Atelectasis is 
also a common complication. The clavicle becomes bent and frac- 
tures on the slightest traamatism. At the termination of the mehitie 


( 


— 





A deformity of the spine, due to Pott's di as distinguished from the y ; 
ngular deformity spine, due Baeted hereon el a deformity 


when the infants are held in the arms. It differs from deformity 
due to Pott’s disease in that it is not angular, and in that the 





eae 
femur (coxa vara), is believed to be due (Whitman) to rachis 
euiires are late in walking. The musculature is weakened 
isuise, y 

When the children assume the sitting posture, they oe ee 
extremities in tailor fashion. In the majority of eases of ; 
abdomen is protuberant, As a result of the defective 
the musculature of the gut is weakened in the same manner as 
that of the extremities. Tympanitie distention is the rule. 

Intestinal disturbances are common in rachitis, but are not a 
result of the process. Henoch shows that rachitis may be present 
with an apparently normally functionating intestine. 

The spleen is enlarged in many cases of rachitis, but retrogrades 
to the normal size after the disease has run its course, 

The blood shows the changes found in ordinary mild or severe 
simple anwmia. 

he liver may be slightly enlarged. 

Anzmia of the skin and mucous membranes is frequently found. 

Tt may be so extreme as to cause the skin to have a yellowish 
waxy hue. Rachitic children pire freely at night, especial] 

atu the head. Unless the et is kept scrupulously BPE 
sudamina, faruncles, and eczema of all kinds will result, 




















PLATE XXIV. 





Rachitis. Showing the deformity of the thorax, and 
marked bowing of the tibise. 


a 








cayed and fallen ont, the permanent ones failed to appear. © 
.—If rachitis is not complicated by any intereurrent 


affection, the prognosis, even in the severe forms, is generally good 


so far as life is concerned. On the other hand, an intereurrent af- 
fection, such as pertussis or bronchopneumonia, is likely to run a 
severe course and prove fatal in a rachitic subject. If the rachitie 
is complicated by nervous disorders, it is frequently fatal. 
death in eclampsia, tetany, or laryngismus is not uncommon, 








teeth were decayed. In Genser’s case the milk teeth having de-— 
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‘ortunately rachitis in this couotey, be not at 
becaiiios Gerace ape eh, Orcotanfs caer at) and Suitectont 
it sucka hydrocephalus is a complicating condition, the prognosis 


the treatment of racitsdifers greatly i different countries, 
but there are certain fixed principles upon which all methods are 
based. Prophylaxis is an important element in all methods. An 
infant at the breast should not be weaned too soon if the breast milk 
is sufficient in quantity and the infant is increasing in weight. 
Weaning should not be attempted until the ninth month. If it is 
done in the fall or winter, the milk should be obtained as soon as 

possible after the time of ‘milking. There is no need of sterilizi 
fie milk if it hae been collected with care, It is at most pasteuri: 
Cows’ milk should be diluted so that the albuminoid elements may 
be reduced. Articles of diet rich in albumins, such as eggs, should 
=e ay ip ye agnige an te eee apiece nt op 


Artificially fed infants should, after the sixth month, be allowed 
4 limited amonnt of fresh frnit pes once a day. ne juice is 
should 


They serious disturbances of nutrition and colic, remain sta~ 
tionary in weight, and have irregular and green curdy” movements, 
In such cases, the infant should be weaned or given another wet- 
nurse. Damp, ill-ventilated dwellings predispose to the develop- 
ment of rachitis. 

Bathing.— Young infants should not be bathed in water which is 
much below the temperature of the body. Such bathing prevents 
inerease in weight and causes disturbances of nutrition. The tem- 

of the bath should be practically the same throughout 
ica An infant cannot be hardened without disturbing the 
metabolism. The addition of sea salt to the bath water is advised 
by some physicians, and brine baths are in general use. There 





















selected ambulatory cases only, 
on eo therapy. : 
The etophophte of lime is advised by some authoriti 
is of little 

Prospuorvs.—It has been shown by Kassowitz and Wi 
and confirmed by Virehow, that in the lower animals phos} 
administered in sufficient dosage causes an increased activity 
at the epiphyseal ossification zone. The bone be 
more compact, but there is neither an increase of its diameter 
deformity. Kassowitz has contended that the same results a 

sag in the human subject. On this question, there is wide dif 
inion. Jacobi was among the first in this country to ad 

phorus as a remedy for rachitis. He especiall 
eg aph cases of craniotabes. Y haye found that some chi 
well on it, while in others it causes gastric and intestinal dist 
T have used the emulsion of lipanin, so much recommended by & 
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sowitz, as a vehicle for the phosphorus. pp order cpr 9 epee 
is put into the oil to make a page nj ual to 
rie en grain (0.00024), "Temptation may alo 
made oil, 


deteriorate. wile adtibe ee teeee es huis ta 
recently dissolved phosphorus, 
Pr rnit npmaitvlondaor hr rey Phase eal | 
phosphorus treatment of rachitis with distrust. The treatment 
of richie oath ndular extracts is still a matter of empiricism, 
The treatment of the convulsions of laryngismus will be 
in the section on that condition. 
ee iS eagponyconemnpeapectane ol ot ileal glipd ore sis ap 
ilate on fal mortage a agp itie deformi- 
ties. Bi es ee ae it is neither right nor 
necessary to place every infant with marked spinal curvature due to 
racbitis in a plaster jacket. A young infant with marked backward 
curvature of the spine will Ceasg Morden aif 
muscles improve in tonicity, but if placed in a plaster as 
probably develop a subacute bronchitis or pneumonia. lang is 
mascara cethated-en it 38; gal Keine mane aude bal: tha ooh 
and abdomen are encased in a plaster east. In such 
res cabin pate nals Pe wei hace 
in the arms or sleep on an ordinary hair mattress and hair 
ria Sams ape cakes cent Arp a 
of the spine is of questionable ape & 
jen tae aa correo deformities of the long bones 
should not be carried out until the rachitie process has eome toa 
standotill. Surgeons sometimes advise the correction of deformities 
money infants by eneasing the limbs in plaster while the bones 
are 





RHEUMATOID ARTHRITIS. 


( Arthritis Deformans.) 

This affection should be sharply differentiated from all forms of 
chronic or subacute articular inflammation, Chareot and Weil have 
described this form of arthritis in children. The eases are not com- 
mon, After the publication of my case, two others were described 
in the American tlberasares one of the descriptions being given by 
Ma Cases of arthritis deformans or rheumateid arthritis in 
ehi! are referred to by Osler (4 cases) and Henoch (5 cases), 
The onset of the disease is either sudden after an exposure to 
cold and wet, or slow, In one form, after an onset of chills and 
fever, soreness and pain in several joints appear, The child is at 
first able to be about, but, as the joints become .more and more 
nffooted, complete disability results. The pain in the joints be- 

» 





{he jotnta with Foattou, 


Arthritis deformans in 2 child seven years old. Deformity of all 
Child foreed to Assume this attivude awake and in 


museles, as in the adult form of the disease. When the disease 
is fully developed the condition is pitiable. In my case almost 
every joint in the body, including those of the cervical brie 
‘was involved; the temporomaxillary articulation, the shoulder, the 
elbow, the small finger-joints, the hips, knees, ankles, and toes, 
were all affected. The patient slept in a semi-upright posture, 
and had to be carried from place to place. T was very 
limited and painful motion in all the affected joints (ig. 155), “t. 











some cases there have been exophthalmie goitre and ta 
( ); in others there also has been enlargement of the lymph- 


a Re 
Brabazon ray eee Some es 
cent. occurred between the yseiecet reba. " ‘tho 


muscles around the joints, the changes in the skin which becomes in 
time tense and shining, and the enlargement of the ends of the 
bones which enter into the formation of the joints. The infvetious 
theory is supported by the fact that there is in many cases a diurnal 
fluctuation sath ieee start Be ma Rohe degree above 
Seveee The abe pases ane aseae 7 De lives soe epee) are 
ag Soret in eee ae The heart is not usually involved. 
Petes eke monk 

epee warm baths, and patient manipulation 
of i ipreege joints under esia, may effect slight improvement. In 
my ease improvement was noted after a year of constant treatment. 
Todide of potassium is the only drug which relieves the pain. In 
nae roe ie cats a vorbis infltwnre epon the course of the 

isease, 


ACUTE ARTICULAR RHEUMATISM. 


( Polyarthritic Rhewmatica ; Rhewmatie Fever.) 

Although acute articular rheumatism is still regarded by some 
authors as a constitutional disease caused by disturbances of nutri- 
tion which result in local manifestations, the general tendency is to 

it as an acute infectious disease. The infections agent, 
wi bacterial or toxic, attacks the serous cavities, such as those 
of the joints, the pericardium and endocardium, and the pleura. 
The resemblance of rheumatism, especially i in children, to the infee- 
tions is sufficiently great to warrant a serious consideration of this 
theory, Thus in septic endocarditis in children, as in the adult, 
there are symptoms of pain in the joints. Chronic cases of 
endocarditis of a rheumatic natare in course of relapse occasionally 
take a septic course. Certain diseases, such as erythema nodosum 
and peliosis rheumatica, in which the joint-symptoms are marked, 
are regarded as being caused by infection of « bacterial nature. I 
have lately seen such a case of peliosis. In other diseases, such as 
searlet fever, measles, and varicella, there are joint-affections which 
are recognized to be of an infectious nature, Lastly, both American 
(Packard) and lish writers have called attention to the well- 
observed clinical facet that there are forms of rheumatism and 
endocarditis which follow attacks of tonsillitis of the lacunar type 





— ae al 








Tai 
‘ones, such as the ankle-, knee-, and wrist-joints, are most ¢ 
affected, 








Cardiae complication is the rule. As Jacobi has 
‘out, endocarditis is sometimes the first manifestation of 
ease, 


Clinical Types.—In infants and young children the first 
swelling and pain in the affected joints. The infant in the 
period cries, has fever, and is restless, On investigation it is 
that the patient favors one extremity, and shrieks with pain wh 
is Children of two and one-half years or more ref 
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Other Ferns of Ro-callel Rivard: 


(Rhenmatoid A fectiows.) 

There are. fish of » which it is not Fs dees 

a rheumatic. 

form of pacersee ins petty aa We infants 
and chitiven who suffer from gonorrhoal yulvo-vaginitis or ure- 
thritis (Koplik, aan? Cie Tt may be monarticular or 
many joints may be a . It is not, as a rule, combined with 
endocarditis. I know of no such case in the literature. 

Peliosis. —Cases of so-called peliosis rheumatica closely resemble 
aeute articular rheumatism. I haye seen several in older children. 
Tn one, there were for Uiaiere dor ee oe swellings of the joints, 
with purpuric eruption about The gastric pains and critical 
sweats so often seen in Sinmeten oes ewer: Thee ae 
nirely present a temperature above 5 . 
show no cardiac lesion, : abi 53 

Tonsillitis with Joint-pains and Endocarditis.—Under the 
proper heading I have referred to cases of tonsillitis with indefinite 
pains in the joints and complicated with endocarditis, 

Erythema Nodosum.—! have seen many cases of erythema 
nodosum in children. In all, the ae painful swellings on the 
anterior aspect of the tibia were present. psielnetnee Fab ye 
but in only 5 cases could I establish the presence of an endocardial 
murmur, [am therefore not willing to accept without reserve the con- 
tention of French authors that endocarditis is frequent in these eases. 

The so-called subcutaneous rheumatic nodules are seen in 
children less ntly in this country than in England. They 
occur in endocarditis, and were present in 20 per cent. of Coult’s 
cases (Donkin). They may be present in the absence of fever or 
in the febrile stage of rheumatism. They may be minute or of 
the size of an almond, They appear in crops, and may alternately 
appear and disappear for The nodules occur about the 
inn, elbows, knees, patella, over the vertebrw and scapula, and are 

ly movable under the skin which is not discolored. I have seen 
them in a case of rheumatoid arthritis, and also in one of peliosis 
rheumatica, 

Muscular rheumatism is rare in infaney and childhood Ngete 
Henoch describes cases of contracture of the muscles of the neck 
and of the nape of the neck. Among such contractures are forms of 
torticollis which are said to have a rheamatic origin. I have met 

“ver! ager of torticollis in which with the contracture there was 
swelling of the cervical lymph-nodes, In such cases I have found 
eczematous affections of the scalp. It is possible that there was an 
acute infectious neuritis or myositis, There may, however, be cases 
resting on a purely rheumatic basis, All forms of torticollis due to 
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In most of the cases recorded there has been polydipsia, The 
skin is the seat of a lichen-like eraption which causes intolerable 
itching. Furuncles and boils ave also of common occurrence. The 


urine may contain albumin, and byaline and. reasts. In 
my case albumin was present, but no casts. is as a rule 
constipation. The temperature may or rn) If 


ther plicating tuberculosi ‘howe wil be i rise 
re is complicating tel is, a t 
pttenae any acces ptisecsn In all the cases thus abtise 

ve emaciation, Acetone in the odor of the 
pecth eed oe te coma pel by otervals of dit che 
the clinical course of the disease. 

The methods of diagnosis do not vary from those pursued in the 
adult, ‘The urine of a child suffering from polyuria, Lae keting 
voracious appetite, pruritus, and ive emaciation, shoul 
carefully examined for sugar, Infants who take foods mh i 
malted milk, containing an enormous quantity of sugar, often show a 

temporary glycosuria, which should not be mistaken for true dia- 
betes, and which is not attended by any of the clinical symptoms 
of that disease (Epstein, Koplik). 


DIABETES INSIPIDUS. 
{ Polyuria.) 

‘This is rare in infancy and childhood. If the daily amount of 
urine is three or more times the normal manny ee ee 
The specific gravity of the urine does not exceed 1006. Ebstein 
collected 10 cases in which the symptoms as a result of 
4 cerebral inflammation in the vicinity of the ventricle. The 
affection is sometimes hereditary. Cases have followed fright, the 
infectious diseases, meningitis, and traumatism, The cause is fre- 
quently obscure. ‘The Lpewclireetbial sare or acute. Sometimes 
intense thirst or nervous symptoms us! the disease. The nutri- 
tion may be maintained for years. The skin is dry, the body 
temperature below normal, and the symptoms do not differ from 


those manifested in the adult. The following case from my clinie 


was Waker, by my assistant, Dr. Lewi: 
alter A., wt. seven years, was first seen at the dispensary. The 
family history was, for the most part, negative, except that three 
children had died of nervous diseases, one of them, aged three years, 
of spinal meningitis, and two others, when babies, of convulsions, 
The nt when a baby was healthy; he was breast-fed one year 
and had never had a convulsion. When two years old he bad vari- 
cella, followed by pertussis; at the age of five he had measles, com- 
cated with an obstinate conjunctivitis, but recovered. In Octo- 
, 1892, while driving, he was thrown from a carriage in rapid 
motion, striking the right side of the head ; no ill effects were noticed 


~ 








Date. 8p. grav. Amount in 24 hours, 

Jan. 25, 1.003 6,300 ec. 6.3 
Feb, 4. 1,003% 300“ 68 
#6, 1,005 6.200 " 12 
na 1,002 7.000 * 05 
caw 3 1.004 6.500 * 6.8 
he WG 1,002} 7500 78 
“24, 1,008 6.400 * 65 
Mar, 18, 1.003 7.000 * & 
4. 30, 1,003 7.300 7. 
Apr 2. 1.0034 6.400 * os 


The treatment has been successful in some respects. 


‘was at once put on a gencral diet. Antipyrin was given. 


A series of quantitative urea tests were made in this case. 
general consensus of opinion is that in cases of diabetes in 
the amount of solids, inelnding the urea, is inereased. The 
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Chronie or subacute enlargement of the lymph-nodes in 
may be pyogenic, tuberculous, or syphilitic. Of the cases 
Van Aredale, only 21 per cent, in infants and children: 


lowest percentage. 

The symptoms of chronic enlargement of the lymph-nodes 
infants and children are nodular tumors corresponding to_ 
affected lymph-nodes, The enlargement may he single or m 
Sometimes a whole packet of nodes is enlarged. The nodes” 
most commonly enlarged are those at the angle of the jaw. 
oceurs in infants and children who suffer from chronically en- 
Jarged tonsils and adenoids. As a rule the nodes c 
remain enlarged for months. At times they are somewhat le 
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swollen. They do not es aT unless there is a tendency to a 
breaking-down of tissue. In all of these cases there is not only 
toxic irritation, but also a true hyperplasia of the tissue of the 
glands. I have seen these nodes removed and opened. Some 
of them have a soft, broken-down centre resembling that of the 
tuberculous nodes. 

The treatment of chronic lymphadenitis is directed toward 
removing the source of infection. If the tonsils are enlarged and 
adenoids are present, they should be removed. A tonic course of 
treatment, good food, out-of-door exercise, iron, and cod-liver oil 
is indicated, In spite of these measures many eases do not improve. 
Tf the enlargement of the nodes in such cases is localized, the question 
of the advisability of removing them arises. That measure should 
not be resorted to unless there is a rensonable certainty that they are 
tuberculous, and when all other treatment has failed. 


DISEASES OF THE THYROID GLAND. 


General enlargement of the thyroid is not uncommon in in- 
faney and childhood. Normally the thyroid gland, and especially 
its isthmus, can be made out only by careful palpation. The isthmus 


Fig. 156. 








fered from cardine palpitation. 





Enlarged thyroid in m child, six years old, who 


is indicated by a very slightly raised structure passing across the 
trachea beneath the cricoid cartilage. The lateral lobes cannot be 











\ oy emery expression is due to a deficient 
at of the skull, in their long axes. sutures and fi 
tanelles remain open for a longtime, Dentition is delayed. The 
skin is myxodematous in sporadic cretinism only, Dwartism and 
anemia are common to both forms. 









Sporadic Cretinism. 


Occurrence.—The disease may appear in utero or at any time 
after birth. Fully one-half of the eases develop before the eighteenth 
month (Fletcher Beach), 

Symptoms,—I have published cases in which the 
appeared within a month or five weeks after birth. The history was 
as follows: In one case there was another eretin in the family ; in 
the others there was no such history. The birth as a rule was nor- 
mal (Fig. 157). ‘The infant was jaundiced, but fairly well nourished. 














Sporadic Cretinism. Child fifteen months of age. 
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It lay ina torpid state and was only roused when severely teased, 
"The infant was easily chilled, id coy reas deep Wl aie The 


ngue 
mouth, The abdomen was large, and the thighs and 
of proportion to the length of the trank. The skin tae 
hue. he thread Elbe could not be found. The surface was cool 
and the temperature 97° or 97.8° F. (36,1°-36,6° C,). The 
blood in these early eases has fetal characteristics. There is no 


Fig, 157. 





Congenital sporadic cretinism. Infant, four weeks old. 


lencocytosis, In the eases which develop some months after birth 
the infant may at first be bright and normal. Six to nine months 
alter birth, it may have some slight illness, such as an adenitis, 
and after this the change may be noticed, or the change may 
occur without any preceding illness, The infant ceases to notice 
objects about it, and becomes stupid and weaker, It may previously 
have attempted to walk or stand, but ceases to make an effort to do 
so (Plate XXVI.). The child’s expression is idiotic. It has a 
meaningless smile most of the time and does not play, The skin 
has a wrinkled and myxedematous appearance, the color being not 
eT 


ft 





‘Sporadic cretinism ; myxedema marked. Child, twenty months of age. 


narrow and the face has a prognathous expression—“ 
like,” as one mother expressed it. There are no teeth, The 
is short and thick. The genitals are large for the age. The 
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of the scrotum is thickened, The anwmia in these cases is extreme. 
The hemoglobin may be as low as 18 per cent. (Fleisehl). 
leucocytes may be as high as 18,000, and the red blood-cells 
5,600,000, 

In other eases, the symptoms are at first more nearly of the myx- 
edematous type. The skin, especially that of the face, has a greenish- 
yellow, waxy, puffy appearance. The upper and lower eyelids are 
swollen, as in nephritis. With these appearances, there are the dry 
hair, the macroglossia, the guttural voice, the dwarfish appearance, 
the protuberant abdomen, and the mental dulness. The expression 
of the face is less prognathous than in the first form. In one of 
my cases, the infant was in good health anti] the sixteenth month, 


Fis. 159. 





‘Cast of the band of & boy cretin, four years of . Flatand spade-tike in form; it shows 
also the thickened and hypertrophied hypothenar eminence. 


It then developed abscesses over the body, after which eretinism set 
in (Fig. 158). The abscesses were peculiar, the granulations slug- 
gish, and the pus was creamy. The skin was not cedematous but 
myxcedematous. 

Tn both forms the hands are large, flat, and spade-like, The 
hypothenar eminence is thick, square, and hypertrophied, as in the 
lower animals (Koplik and Lichtenstein) (Fig. 159), In some cases 
the thyroid gland cannot be felt, in others it is small, and in exeep- 
tional eases there is goitre (7 cases of Osler’s series), In some of 
the older cases published, supraclavicular masses of fat or fatty 
tumors behind the sterno-mastoid muscles were found. I have failed 
to find them in the cases coming under my notice. 
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PLATE XXVII. 





Mongolian Type of Idiocy. Child two years of age. 
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times daily, After the symptoms 

ie hori entice die 6 te aR Tt is then 

iat ry Rete nee to If symptoms, such as stuj 
or reduced temperature, reappear, the dose is inereas 


The body tem 
The skin becomes of normal delicacy a 
ereases and the hair beeomes glossy. 





sinibloe ation of thyroids include | rise of temperature par 
diarrhcea. 

T have found thyroid therapy of doubtful utility in eases of ees 
golian idiocy. In the dwarts above mentioned, it causes increase of — 
stature; the intelligence, however, remains Teckwand: 


THE THYMUS GLAND. 


Landmarks.—The thymus is a glandular organ enclosed in a 
capsule. It is situated in the anterior mediastinum, and contains a 
white tenacious fluid substance which is present in varying quanti- 































ise vai from 4 to 10am, the bredth 
thickness about 0.5 em. Tt forms 






opie pt post 


edge corresponds to the a of the n 
‘eel ye ag pret ieeancditied:, pps 


+ Eette iaited by jon and pal; 
yee i te patient is eae Wa the back. 


necessary Lager cause vhildren to lie in an inclined lateral 
The upper border is first located by percussing from above: 
ward in the midaxillary line on the left side. At the 
is a strip of slight dulness extending from the seventh to the nin 
rib (Fig. 95). I have been able to locate it in infants and in ; 
dren under the age of six years. There can be no question pease 
existence, although there may be doubt as to its causation. iri 
ton, in his frozen section, shows that, ina girl six years of age, the 
lobe of the liver is distinctly on the left side behind the seventh and 
7 ribs. Sabli ascribes the strip to what he ealls the deep dulness: 
of the spleen. From the ninth rib downward, there is absolute’ 
dulness, then flatness, due to the presence of the spleen Bice 
behind ‘the chest wall. The anterior border of the spleen is located 
pa rsousine i in a horizontal direction toward the axillary line along 
tenth rib. 










































Method of palpating the spleem. - 


satisfactorily. Enlargement of the spleen is found in rachitis, 
ehronie gastro-enteritis, sepsis, typhoid fever, malarial fever, vari- 
cella, syphilis, anemia infantum udoleuksemica, leauksemia, eon- 
= oe is, cirrhosis of the liver, amyloid degeneration, heart 
i and simple catarrhal jaundice. 

From these statements it will be seen that enlargement of the 
spleen in infancy and childhood is pathoguomonic of no one disease, 
and should not Tead to any one conclusion. It is only corroborative 
in the of other signs and symptoms, Without a very 
isch <5 ioe instaking examination of the blood, the significance 
of the ent spleen in the febrile and afebrile affections cannot 
be determined. In enlargements of the spleen such as are met 
in mehitis, heart disease, syphilis, chronic gustro-enteritis, icterus, 
varicella, examination of the blood may not be necessary, 
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certain drugs, such as antipyrin, 
pais ie areal red blood-cells 
a certain proportio 5 
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infa high, 
leucocytes in the cate born nt is 
30,000: to the cubic: millimetre (Hayem, Guppen). It gradually 
to the eubie Siiszere! the average for infants. 
The percen| vill ba seed first small in comparison with 
that of the pol encocytes. Gundobin, whose work has been 
confirmed Fy Ceatetanen, foe that the Dy droog lencoeytes te 
oy in the newborn infant. sees They a 
figure in the first forty-eight hours of life. 
diminish in number, while the mononuclear increase 


bin ah at 
Mononuclear Tete pel 
leaceayion lymphocytes. 
Immediately after birth ine per cent. 2B percent, 12 rea 
Forty-eight h eee 21 s 9 ped 
Infaney He eS CY 





in the adult. It oecurs in pneumonia, Repco searlet fever, rheu- 
matism, sepsis, diphtheria, post-hemorrhagic anwmia, and eachexia 
(sarcoma). In the normal state, the leacocytes may reach a mini- 
mam of 6000 to the cubic millimetre (Monti). ‘This fact should be 
borne in mind in estimating the lencopenia in typhoid fever, malaria, 
~ eae and in other infectious or toxic states, 

The transitional forms of leucocytes are numerous in the newly 
born infant, reaching their maximum from the sixth to the ninth 
i eta The ee are present in the same number as in later 


Hemoglobin.—The blood is richer in hemoglobin at birth 








SIMPLE ANAEMIA. 


a 


f the blood itself or of the blood-for organs (Monti). 
Sok wis Gee Fossa oF iovkinale, estore aad eeiaen ahaa 
Simple Anzmia. 

(Secondary Anurmia.) 

anwmia may follow some acute or chronic loss 


post-h i 

elements keeps Pith the Leen af blood if loss, 

is repeated at s! intervals. Children show the effects of loss 
blood much more quickly than adults. ja is the condition 


and there is a diminution in the specifie gravity of the blood and in 
the amount of hemoglobin. Hydrwemia may result in children with- 
out ; that is to say, it may occur in extreme severe 
anemia eres aap casein Tn 

7 . labilit blood is j i 
nmediataly the heny Exhetlch eppicen Ae tn is dle 


anemia of a mild or of a severe type is also seen in 
infants and children who suffer from defective nutrition, It com- 
Lacan or accompanies rachitis, syphilis, scrofula, tuberculosis, gustro- 
intestinal eatarrh, chronic endocarditis, purpura, morbus Werlhofii, 
and infections diseases. 

The of mild anemia in infants and children do not 
differ materially from those of adults. The patient is pale and the 
mucous membranes have a characteristic pallor, The appetite is capri- 
cious, The patients also suffer from symptoms due to the primary 
alfection—syphilis, rachitis, acute infectious disease, gastro-enteric 
disturbance (acute or chronic), or cardiac affection. The pallor of 
cardiac disease or nephritis is characteristic in infants and children, 
as in the adult. 

The anemia if of a severe type takes the hydremic form, Tn 
the severer forms of anemia, especially in infants and very young 
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consistency and color. The lobuli are less distinct than is nor- 
mal. Lavet has described cellular elements in the liver containing 
finely granular protoplasm. These are not like liver cells, They 
have small sharply defined nuclei, saceulated in shape. They are 
surmised to be iauieek of the red blood-cells, liver cells 
are normal. The lymph-nodes are only moderately enlarged, and do 
not form lymphomata, as is the case in leukemia. There are no 
changes in the bone-marrow. 

Symptoms.—The infants affected have as a rule suffered from 
chronic intestinal disturbances. Most of them are bottle-fed and 
atrophic. Although the skin is intensely anwmie and of a yellow, 


Fie, 161, 





Peeadoleukwmie anemia, enlarged eplece and liver. 


waxy tinge, there is sometimes a pannicalus of fat. The musculature 
is flabby and the abdomen large. As a rule there are signs of 
rachitis, The fontanelle is open and the eruption of the teeth delayed. 
The infants are irritable, peevish, de * willingly take food, and do 
Tu one of my cases, there was complicating pnen- 
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PLATE XXVIII. 














Heemophilia. Boy six years of age. Hsematoma of the face; 
hemorrhage into the knee-joint. (Case of Dr. Martin Ware.) 
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is with bowel and gustrie crises, and cases of 
a in infants, in elias tia eorssuioelin, aa 
joints, evinced by the distress shown when the joints were moved. 
‘The forms of purpura by Henoch as a distinet type are 

by others as purpura rheumatiea. The different classes of 
idi i therefore overlap, one case ently showing 
eosin Tia bole outhe ooacloneoe is that there 


may be a common cause of all forms of purpura—probably an in- 
fection. 


of note, such as Monti, n, insky, have published 
eases in infants and young children, I have met a case in an 
infant which had been bitten by a rat. After an interval, anemia 
of a progressive and fatal type set in, The changes in the blood 
were similar to those characteristic of the same form of anemia in 
the adult. Monti has collected 16 cases, 2 of which were in in- 
fants; 5 ranged from one to six 3 § were above the age of 
five years, On the other band, Ehrlich found that of 240 authentic 
eases, only 1 occurred in the first decade of life. That case was in a 
girl of eight years. In the face of such great diversity of opinion, it 
is wise to await the results of further research. For the purpose of 
reference, the following aceount of the changes in the blood which, 
according to Ehrlich, are diagnostic of pernicious anemia in the 
adult, is appended : 

‘a@) The volume of blood is markedly diminished. 

ti The color is at first normal, but later resembles that of beet- 


water, 

(c) The hemoglobin may be as low as 10 per cent. (Fleischl), 
This is due to a diminution of the number of red blood-cells, for 
the individual cell may have a hemoglobin content equal to the 
normal or above it, 

(d) There are microcytes, megalocytes, and sometimes giganto- 
cytes. The megalocytes may constitute 70 per cent. of the 
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breast-milk, raw cows’ milk, sterilized or pasteurized milk, or some 
artificial food, has been a stro aes factor. The diet has 
been insufficient for the nutrition of patient, but what i 

1 Dacre salon 


on sterilized milk; 16 took pasteurized milk. The others 
foods of different kinds. It may be that the mode of i 
food (raw cows’ milk, pasteurized or sterilized milk) is of less im- 
portance in paving the way for the onset of this than its 
inherent composition. ee ee ee ee 


fact that the affection may be caused by lack of some necessary 
element in the diet. This view is commonly taken at present. It 
is interesting in this connection to consider the contention of the 
celebrated Arctic explorer Nansen, that if exercise and fresh air are 
taken, and abstinence from aleohol is maintained, scurvy on 
will be unknown if foods are carefully sterilized and devoid or heels 
as | aryparea ‘The latter, he insists, exist in most of the milk, fish, 
and eaten on voyages. Although in the most ated cases 
of seurvy that have come under my notice the diet has been  steril- 
ized milk, many infants who take that food prepared properly do not 
develop the disease. Some authors believe that the success of anti- 
scorbutie treatment with ie props acids indicates that the organism 
has been for a time deprived of some essential food element. In the 
presence of a concrete case attention should first be directed to 
securing fresh food of proper composition. 

Rachitis—Much has been said as to the connection of rachitis 
with this disease. The investigations above referred to show that fully 
45 per cent. of the cases occurred in infants and children whe 
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PLATE XXIX. 








Seorbutus In an Infant Seven Months of Age, who was Fed on Sterilized Milk. Great swelling of the 
right thigh and leg, due to intraperiosteal hemorrhage. Swelling of the right knee and ankle. Eechy- 
moses over the greater portion of the thigh, leg and dorsum of the foot, The left thigh and leg involved 
to a lesser degree. Complete disability of the lower extremities, especially the right, with great pain on 
manipulation. Swelling of the costo-chondral junction of all the ribs. Suggillation of the left eye. Com- 
plete and uncomplicated recovery. 








INFANTILE SCORBUTUS OR SCURVY. 
a diagnosis is made, the patient may still recover. The great 






that a hemo may eat HK reste ers 08 TRk Be Es ’ 
ae rrhage A : 


peep leer org sease may cause exhausting intes~ 
oa ers tnesling sealer 
consequent anemia and death, 7 ’ 
‘The diagnosis of infantile scurvy no difficulties, 
pains in the extremities, the para the of the 


panthers tarckite ne bs 
extremity are uently mistaken those to syphilis. 
The sty, STLaed hittin sae 


The treatment of infantile scurvy is simple and satisfivcta 
recat a a "The milk 
kept well 


should be given raw, and in summer should pl] 
ice. In addition, -juice and lemonade are given in the 
course of the day, i ypriryeemertsiictny ie 


advise the giving of raw beef-jaice, but it is not necessary. 
two weeks the quantity of frnit juice should be reduced, but a cal 


by doses of half a drop of 's solution given three times daily, 
or by some easily assimilable peptonate of iron. 
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CHAPTER XI. 
DISEASES OF THE BONES. 


THE BONES. 
General Pacts.—In examining the joints, it should be borne in 
mind that the bones ing into the formation of the joints may 


entering 
be affected. The diaphysis may be diseased withont accompanying 
involvement of the joint. 

Tuberculosis.—In ull bone lesions tuberculosis should be excluded. 
In infants and children, the question as to whether the existing 
condition is tuberculosis of the bone or syphilis is constantly arising. 

Syphilis affects by predilection the long bones in the diaphysis, 
while tubercle affects the short bones, especially in the vicinity of the 
joints. In this region, also, tubercle attacks the epiphyses of the 
bone and may thus invelve the joints secondarily. 

Pain in syphilitie bone lesions is very marked, acute, and with 
nocturnal exacerbations ; while the pain of tubercular bone lesions 
is obscure and indefinite, although persistent. 

‘The swelling in syphilis is in the form of a periostitis or an ostitis 
involving only the bone ; in tuberculosis, the surrounding tissues are 
affected as well as the bone, and abscess and fangous granulation 


result, 

Syphilis rarely suppurates ; the contrary is true of tuberenlosis. 

Syphilis of the bones does not as a rule lead to cachexia ; tuber- 
culosis of the bone eventually causes cachexia and emaciation, 

There are cases in which doubt will arise as to the true nature of 
the bone affection. ‘This is especially the case when the small bones 
of the hand are affected. 

Sudden painful swelling of the long bones occurring in corre- 
sponding bones on both whe tosis aes suspicion of syphilis, 
even in the absence of other signs of syphilitic disease. A long 
bone which has been affected by syphilis will be irregularly thick- 
ened, owing to the repeated attacks of periostitis. This thickening 
is likely to be confounded with that caused by rachitis. 

In rachitis, the bone is less painful than in is and the 
thickening is invariably uniform and smooth. Tn seurvy 
may be a thickening of the long bones due to hemorrhage in the 
periosteam, In these cases the history and also the presence of other 
signs of scorbutus, such as hemorrhages in the skin or bleeding of 
the gums, will aid dingnosis, 
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of the umbilicus in. the newly born ‘exanthemata (scarlet 


and the fatal issue takes place in a few days. In others, the inva- 
sion is gradual. In older children there are the regular symptoms 
of chill, fever, and vomiting, followed by leeal symptoms. 
Tn young infants the signs of osteomyelitis are obscure. Tn the 
cooven! oem in newborn infants, the umbilicus may be inflamed 
some i in 


the bath. One extremity is not moved and a joint may be swollen. 
Swelling of the joint may escape notice until the child is examined 
by the physician. After scarlet fever, the swelling of the joints is 
quite apparent, and also after pneumonia, In the newborn infant 
several joints may be swollen, In one of my cases in an infant 
ten months old, the elbow-joint and wrist-joint were involved, 
the whole radius being the seat of osteomyelitis, Similar eases 
have been published in this conntry by Gibney, The frequeney 
of joint-involvement is a feature of osteomyelitis in children. Of 
50 cases of osteomyelitis published by Blumenfeld, the joints were 
involved in 30. I have seen the multiple joint-suppurations most 
frequently in newborn infants. In all cases, there are evident swell- 
ing of the tissues about the joints and flactuation in the joint-cavity. 
‘The joint contains pus. 

The diagnosis is not difficult. If an infant eries when it is 


searlet fever is of great value. There are in congenital syphilis in 
young infants forms of inflammation about the joints which at first 
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num, or centesis, the discharge may continue, being in some 
oem ry eal The 


as 
facial erysipelas, meningitis cerebral abscess, thrombosis of the 
cerebral sinuses, wnd finally in suppurative cases pywmia may inter- 
vene. On the other hand, after spontaneous rupture or paracentesis 
of one or both drums, serene or purulent dbase may gradually 
cease and the ears be restored without any defect of Tn 
many eases incision of the drum in the very early stages of dis- 
ease is not followed by the diseharge of pus; the symptoms cease, 
and the patient recovers, In other eases, there is no rupture of the 
tympanum, ane the tympanic cavity is filled with exudate, 
which dise rough the Eustachian tube. The athe niga ea he 
swallowed cause Violent diarrhea or pneumonia. 
of marasmus with otitis described by Heerman, the pus is believed 
to have found its way from the middle car through the tube to the 
naso| Xe 
is first made from the rational symptoms. In my 
the temperature-curve is a very usefitl guide in infants 
who give no evidence of pain. Otoseopic cinnhaatinat3 is the only 
positive means of making a diagnosis. There ix congestion of the 
eo aghe above Shrapnell’s membrane and the long handle of the 
mallens, In the catarrhal cases the tympanum is red and angry 
or has a grayish lustre. The handle appears as a red or yellowish- 
white point. In some cases there “ vesicles and yp eae! 
abscess. The exudate may cause ing of Shrapnell's 
brane or of the posterior-superior ie it. Congestion nti 
long after resolution. In the suppurative cases the epithelium 
of the tympanic membrane may peel off. The tympanum is dull 
and lustreless. The auditory canal may be swollen, Perforation 
oconrs, chiefly in the posterior-inferior quadrant. There may 
be pulsation of the membrane as well as bulging. The lymph- 
nodes beneath the ear may enlarge and that region may be very 
sensitive. 
The prognosis in ordinary cases is good. In eases following the 
exanthomata it is grave, on account of the possibility of complica- 
tions and of ultimate loss of hearing. 


THE MASTOID REGION. 


General Facts—The mastoid region is important on account 
of the frequency of mastoid disease in infaney « 





ie 








Mane ce Sein tom Eee 

Diagnosis. —The life of the patient often depends upon 
recognition of mastoid disease. The diagnosis in infaney 
hood should not only be made early, but should be made ch 
the clinical symptoms of temperature, which will in its f 
show a septic curve, The history of the ease is of se 
ence of pain is of no value in infants and young childre 
daily otoscopie examination of the discharging ear will gi 

eidenes of mastoid disease. The signs detailed in the pr 
on Tepe ice are of great importance, A. profuse discharge 
preelude mastoid disease. Facial paralysis is of no value, 
seen it in cases in which mastoid disease was on operation 
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CHAPTER XII. 
DISEASES OF THE LIVER. 


Anatomical.—The weight of the liver in infants and children 
is from one-twentieth to one-thirtieth of the body weight; in the 
adult it is one-fortieth. 


K aceuraey by 
deep percussion is not feasible, beeause in order to obtain absolute 
dulness some force must be used, and See ee oe 
neighbori and intestines—are thus caused, 

all sats hear apres the upper limit of dulness at a 
point where the liver comes in contact with the chest-wall. 

‘The lower border of the liver is determined by palpation and 
percussion, The lower border projects normally in infants and 
children below the border of the ribs. In the right 
line this projection may vary from 1 to 2.5 cm. At the xiphoid 
appendix the liver may project to the extent of 2 to 6 cm. al 
be within the normal at liaise ‘These conditions may exist up to the 
tenth year. The exact age at which the liver assumes the adult 
dimensions bas not been determined. In some adults, however, 
the projection below the border of the ribs is the same as in chil- 
dren. Since the size of the liver varies, caution should be exercised 
in pronouncing the ongan en! The gut, ascites, and tympan- 
itic distention may obscure the lower limit of the liver both to = 
pation and percussion. 

Palpation.—By Spang the location of the lower border of the 
liver may be determined, and whether it is rounded or sharp, also, 
if the liver be enlarged, the character of the projecting portion, 
whether smooth or uneven. In infants and children the region of 
the gall-bladder is palpated, but it is difficult to determine in these 
subjects whether this organ is enlarged or absent. Henoch and 
Marehison have recorded fatal cases of increasing and persistent 
icterus in which there was congenital absence of the gall-bladder. 

Pereussion.— Percussion should be performed in the mid-line 
from the base of the xiphoid cartilage downward, in the right 
mammillary line from above downward, and sometimes in the mid- 
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blood presents certain features characteristic of this anemia. 
SpreLe RACHITIS causes slight or marked enlargement of the 
liver, as well as real en! of the spleen. In some eases, the 
liver is not really © |, but may be displaced downward by the 
deformity of the thorax. Simple icterus ely causes enlargement 


JAUNDICE. 
(Chtarchal Teterna; Cutarrhal Jaundice; Infectious Ieteras.) 


Simple jaundice is a common disease of infancy and childhood. 
Tn its simplest form, it was formerly believed to be due to an 
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VULVOVAGINITIS. 


Gonococei [1 vaginal discharge. Cover¢lass spread. Photomicrograph. x 1000, 


Complications and Course.—The course of the disease is quite 
tedious, and may occupy eight weeks, three months, or more. The 
discharge may abate, only to return in its original severity. 

Peritonitis has in rare cases been reported as a complication of 
this form of vulvovaginitis. It may prove fatal. Hunner and 
Harris recently reported a fatal case in a girl ten years of age. 

collected 5 other eases from the literature occurring in chil- 
dren. Pelvic peritonitis oceurred in 2 of my eases with the usual 
signs of pain and fever. Both cases made a good recovery. 

Hartley and I have re cases of arthritis complicating yalyo- 
vaginitis in children, 'y cases occurred in the first second 
weeks of the disease. In one case, only one joint was affected ; in 
another, two. Both recovered without suppuration. 

Govorrheal conjunctivitis may result from careless infection of 
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superficial layers of the skin. If the deeper layers are attacked, 
abscesses and general sepsis result. 

Treatment.—Escherich recommends that the affected parts 
be washed with soap and water, and dressed with a 2 per cent. 
ointment of white precipitate. Baths are not given. Those who are 
interested in the epidemiological aspect of this disease will find the 
monograph of Richter exhaustive. 
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BDOMEN, examination of, 25 
inspection sh a: 
tion of, 
Fetmeted, 26 
shape of, 25 
Abdominal distention, idiopathic, 26 
typhus. See Typhoid fever. 
Abscess of liver, 612 
periarticular, in scarlet fever, 130 
Accessory sinuses, affection of, in diph- 
theria, 219 
Achondroplasia, 565 
Acorn-cocoa, 80 
Adenitis, acute, diagnosis of, 558 
in diphtheria, 221 
etiology of, 557 
symptoms of, 557 
treatment of, 558 
Adenoid vegetations, 298 
contraindication to operation, ' 


diagnosis of, 299 
Adhesions, pleural, in empyema, 429 
Agenesis corticalis, 509 
Albumin water, 80 
Albuminuria, cyclic, 615 





Postural, 615 
Amaurosis in scarlet fever, 130 
-Amaurotic idiocy. See Idiocy, amaurotic. | 





idiots, head in, 20 
Amorphixm, dental, 281 
Amygdalitis, acute follicular, 300 
diagnosis of, 302 
duration of, 302 
etiology of, 300 
lymph-nodex in, 302 
prognosis of, 302 
temperature in, 302 
treatment of, 302 

Amyloid degeneration in bronchiectasis, 
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Anemia, 572 

blood in, 574 

congenital, 572 

erential, 572 

lymphatic, 575 

in malaria, 572 

perniciour, 587 

characters of, 587 
primary, 572 
pseudoleukemic, 575 

the blood in, 576 

course of, 576, 





Anemia, Pecndoleaeentic, etiology of, 575 
liver in, 575, 
morbid anatomy of, 575 
occurrence of, 575 
spleen in, 576 
symptoms of, 575 
treatment of, 576 
in scarlet fever, 132 
secondary, 573 
symptoms of, 573 
simple, 573 
blood in, 574 
in syphilis, 572 
in tuberetlosis, 572 
von Jaksch’s, 575 
Anemic murmurs, mt 
Anasarca in nephritis, 622 
Angina, cardiac, in aortic disease, 453 
Ani, prolapsus, 349 
etiology of, 349 
symptoms of, 349 
treatment of, 349 
Antipyresis, 34 
Antitoxin. See Diphtheria. 
Antitoxins in mother’s milk, 17 
Anus, fissure of, 350 
diagnosis of, 350 
xymptoms of, 
treatment of, 350 
spasm of, 350 
Aphasia in pertussis, 204 
in scarlet fever, 131 
Aphthe, Bednar’s, 283 
treatment of, 284 
in diphtheria, 221 
Apnea, respiratory, in retropharyngeal 
abscess, 
Appendicitis, 3 
c vatarhal ‘form, 344 
chronic, 348 
course of, 
diagnosix of, 
fever in, 347 
forms of, 344 
frequency of, 
gangrenous, 2 
mortality i 
pain in, 347 
perforative, 345, 
prognosis of, 347 
symptoms of, 344 
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Influenza and angina, 186 
and bronchitis, 186 
complications of, 187, 189 
and diarrhoea, 186 
etiology of, 185 
incubation in, 185 
morbid anatomy of, 185 
and meningitis, 187 
and nephritis, 188 
and otitis, 188, 598 
and pneumonia, 187 
symptoms of, 185 
Infractures in scorbutus, 592 
Intertrigo, 641 
treatment, 644 
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diagnosis of, 342 
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nency of, 4 
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prognosis of, 342 
spontaneous cure of, 343 
symptoms of, 
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treatment of, 343 
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romaiting in, 340 
Intestine, bacteria of, 308 
ferments of, 307 
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Intubation, 227 
built-up tubes, 234 
dangers of, 233 
feeding after, 234 
Intusmsception, 339. See Obstruction, 
acute intestinal. 
Tnvertin, 308 
Irrigation, rectal, 42 
Trritable heart, 451 
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Jaundice, 19, 609 
bacteriofogy of, 610 
catarrhal, 
duration of, 611 
morbid anatomy of, 610 
occurrence of, 610 
symptoms of, 610 
treatment of, 611 

Joints, affections of, in varicella, 161 

crepitus, 28 

examination of, 27 

hemorrhage into, 583 

in measles, 153 

mobility, 28 

osteomyelitis of, 597 

in septic infection, 96 


BRATTIS, in cerebrospinal mening- 
itis, 192 
Kernig’s symptom, 31, 192 
in tuberculous meningitis, 257 
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Kidney, arcinouss, 628 
diagnosis of, 630 
duration off 630 
hematuria in, 629 
symptoms of, 629 
urine in, 629 


cysts of, 627 
hecases of, 614 
displaced, 614 


floating, 27, 614 
growths of, ‘treatment of, 631 
new growths of, of, 
palpation of, ae 
sarcoma of, 628 
urine in, 628 
in scarlet fever, 130 
tuberculosis of, 630 
weight, 614 
Koomyss, 80 
: Kyphosis, normal, 28 
[Ane cellular atresia of, 617 
Laborde’s method in asphyxia, 91 
Lactase, 308 
Laryngeal disease in bronchiectasis, 373 
Laryngismus stridulus, 484 
complications in, 486 
diagnosis of, 
etiology of, 484 
ymphatism with, 581 
am id anatomy of, 485 
occurrence, of, ae 
prognosis. of, 48 
symptomatology of, 485 
and the thymus, 568 
treatment of, 486 
Laryngitis, acute catarrhal, 303 
etiology of, 303 
symptoms of, 303 
Lityieos wenimedit of, ae 
gospasm aI ny 82 
Larynx, infantile, 232 
tuberculosis of, 21 
Leucocytes, number in a cubic mills 
metre, 571 
Leucocytheemia, 577 
Leucocytosis, digestive, 571 
in diphtheria, 571 
inflammatory, 571. 
in lobar preumonlsy 383 
in measles, 5 
in pertussis, 203 
in post-hemorrhagic anemia, 571 
in pneumonia, 571 
in pseudoleukwmie anamia, 577 
in purpura hremorrhagica, 584 
in rheumatism, 571 
in scarlet fever, 1 
in sepsis, 571 
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Otitis, and ocular symptons 260 
in pertussis, 598 
prognosis of, 601 
in scarlet fever, 127, 133, 135 
syaiptoms of, 599 
in typhoid fever, 598 
in varicella, 161 
Oxyuris vermicularis, 354 


CK, cold, 35 
Paipitation in chronic heart disease, 
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Palsies, acute, 509 
birth, 114, 509, 510 
prenatal, 509, 510 
Palsy, cerebral, acute, 510 
due to otitis, 514 
facial, 512 
nuclear, facial expression in, 21 
post-natal, 509 
rheumatic, 513 
treatment, 515 
Pancreas in congenital “gphilis, 268 
hysiological facts, 2 
Paralysis, acute atrophic, atrophy of mus- 
cle, 522 


course of, 522 
diagnosis of, 
etiology of, 520 
morbid anatomy of, 523 
occurrence of, 520 
onset of, 521 a 
ralysis in, 52 
Prognosis of, 522 
sequelee of, 522 
symptoms of, 521 
treatment of, 524 
in diphtheria, 217 
treatment of, 234 
essential, 520 
infantile, 520 
psendo-hypertrophic muscular, 525 
complications of, 527 
course of, 526 
diagnosis of, 527 
electrical reaction of muscle 
in, 526 
morbid anatomy of, 527 
occurrence and etiology of, 
525 
prognosis of, 527 
reflexes in, 526 
symptoms of, 525 
treatment of, 
varieties of, 527 
of soft palate in diphtheria, 221 
Paranephritis, 632 
symptoms of, 631 
treatment of, 632 
See Cerebral palsy. 
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Parotitis, epidemic. See Mumps. 
Pasteurization, 70 
Pasteurized milk in scorbutus, 589 
Patellar reflex, 30 
Pavor nocturnus, ie ie 
08s of, 
TS raptoaia of, 489 
treatment of, 489 
Pemphigus neonatorum, 649 
nature and ymptoms of, 649 
ois of 
Treatment of, 650 
in septic infection, 96 
Peptonized milk, 80 
+ Percussion of the chest, 25 
Pericardial effusion, amount and diagno- 
sis of, 461 
and pleuritic effusion, differential 
1 diagnosis, 464 
Pericarditis, diagnosis of, 463 
etiology of, 458 
form of duiness of the effusion, 462 
forms of, 459 
heart-apex in, 461 
in measles, 152 
morbid anatomy of, 459 
occurrence of, 45 
physical signs of, 460 
In pneumonia, 399 
in scarlet fever, 132 
symptoms of, 460 
treatment of, 464 
Pericardium, adherent, 465 
symptoms, 
tuberculosis of, 252 
Perifolliculitis abacedens, 646 
Perinephritic abscess and appendicitis, 347 
Perinephritis, 632 
Periosteum, hemorrhages into, in scorbu- 
tus, 590 
Periostitis, hemorrhagic. See Scorbutux. 
Peritoneum, tuberculosis of. See Tuber 
culosis of peritoneum. 
Peritonitis and acute intestinal obstruc 
tion, 342 
simple chronic, 251 
i ___ in vulvovaginitis, 636 
| Pertussis, antipyrin in treatment of, 205 
aphasia in, 204 
blindness in, 204 
blood in, 203 
and bronchitis, 202 
bronchopneumonia 1n, 397 
cardiac dilatation in, 203 
eatarrhal stage of, 
cocaine in, treat 











Isions in, 204 
definition of, 200 
diagnosis of, 
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Sepsis, prognosis of, 98 
treatment of, 98 
Septic infection, 95, 98 
bacteria of, 95 
cry, stogenetic, 106 
etiology of, 95 
nervous system in, 96 
skin in, £96 
mptoms of, 95 
altlieus in, 96 
Septum defects, auricularventricular, 
441 


Sight, 21, 48 
anomalies of, 22 
Sinus in empyema, 429 
Skin, care of 639 
d maquina tion of, in newborn infant, , 
diffuse induration of, in hereditary 
syphilis, 267 
infl tration of, in syphilis, 271 
diphtheria of, 218 
dusting-powder for, 45 
srupons of, in hereditary syphilis, 
7 
late syphilitic lesions df, 265 
Skull, deformities of, 527 
Soft palate, paralysis of, 221 
Spasm, congenital gastric, 313 
Spasmux nutans, 498 
etiology of, 499 
symptoms of, 499 
treatment of, 499 
Speech in chorea, 492 
Spina bifida, 528 
coun of, 530 
jo8is ‘of, 531 
aa lis, 531 
occulta, 531 
spherical and elliptical forms of, 
530 
symptoms of, 530 
treatment of, 532 
ventora, 272 
Spine, anatomical curves, 28 
examination of, 28 
in rachitis, 538 
Spleen in acute leukemia, 579 
in Buhl’s disease, 106 
in catarrha] jaundice, 569 
in cerebrospinal meningitis, 194 
in chronic gastro-enteritis, 569 
in cirrhosis of the liter, 569 
gummata of, 570 
tn heart disease, 569 
and Midney, tumors of, 570 
tion of, 569 
pereuwion of, 260 
in prendoleukee ia, 569 
in peeudolenkemice anemia, 576 
i: rachitis, 569 
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in typlid fever, 569 
Sprue, nature of, 284 
occurrence of, 285 
symptoms of, 285 
treatment of, 285 
Sputum, 246 
Starvation, effect of, on breast milk, 60 
Status lymphaticus, 581 
Status prevens, taking of, 20 
Stenosis of pylorus. See Hypertrophic 
pyloric Stenosis. 
Sterilization of milk, disadvantages, 71 
Sterilized milk in scorbutus, 589 
Sterilizer, Arnold’s, 71 
Sterility a result of vulvo-vaginitis, 636 
Stethoscope, use of, 22 
Stomacace. See Ulcerative stomatitis. 
Stomach bacteria, 308 
capacity of, 306 
diphtheria of, 210 
functions and mobility of, 306 
juices, reaction of, 306 
percussion of, 307 
physiological facts, 305 
situation of, 305 
washing of, 39 
indications for, 39 
methods of, 40, 41 
Stomatitis, aphthous, 283 
bacteriology of, 282 
course of, 283 
etiology of, 2 
xymptoms of, 2 
gonorrhieal, 289 
symptoms of, 289 
treatment of, 289 
in measles, 153 
pmeudodiphtheritic, 288 
treatment of, 288 
in scarlet fever, 129 
toxic, 285 
treatment of, 287 
ulcerative, 287 
etiology of, 287 
: Stools of bottle and breast-fed infants, 74 
infant characters of, 308 
7 Strabismus in cerebrospinal meningitis, 
| Stridor, congenital, 483 
St. Vitus’ dance, 489 
| Subphrenic a abscess, 431 
diagnosis of, 431 
liver dulness i in, 608 
treatment of, 431 
. Sucking pads, in atrophy, 327 
Sudamina, 45, 647 
| Sydenham’s chorea, 489 
Syphilis acquired, 261 
diagnosis of 
etiology of, 
prognosis of, 262 
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Varicella, incubation of, 159 
joint-affections in, 161 
nephritis in, 161 
otitis in, bee 165 

rognosis of, 
Theumatoid affections in, 161 
symptoms of, 159 
temperature in, 160 
treatment of, 162 
and variola, 161 
and varioloid, 161 
Ventrieley left, marking out dulness of, 
35 


Ventricular septum, congenital deficiency, 
441 


Vesiculo-tympanitic resonance in atelecta- 
sis, 93 
Vincent's spirillum, 287 
Viscera, displacement of, in pleuritic effu- 
sion, 420 
Vomiting, forms of, 19, 311 
habitual, 310 
in scarlet fever, 132 
in tuberculous meningitis 254 
ushering in illness, 1! 
Vulva, diphtheria of, 218 
Vulvovaginitis, 633 
arthritis in, 636 
course and complications of, 636 
in diphtheria, treatment of, 234 
etiology of, 634 
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Vulvovaginitis, forms of, 633, 634 
symptoms of, 635 
treatment of, 636 


ws: spastic, 32 
Weaning breast-fed infants, 81 
Weight, average, of infants and children, 
55 


curve of loss of weight in the new- 
born infant, 54 
daily increase of, 53, 55, 66 
loss in first three days, 53 
normal daily increase, curve of, 55 
Weil’s disease, 610 
Wet nurse, mental state of, 50 
milk examination of, 50 
quality of milk, 50 
quantity of milk, 50 
selection of, 49 
age of, 49 
breasts of, 49 
examination of, 49 
nipple, of breasts, 49 
Whey, method Hi milk dilution, 68 
proteids, 59 
White blood cells, 571 
Whooping-cough. See Pertussis. 
Woodward’s buret for proteids, 63 
Worms, round, 353 
tape, 354 
thread, 354 
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